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1. The Professional Dossier
Periodic Service Review: A ciinician-ied quaiity 
assurance system.
in the human services field, the clinical psychologist is often promoted to 
supervisory managerial or administrative positions not so much because of 
our managerial ability but because we have excelled as clinicians. Human 
service managers are rarely trained for management, and the quality of 
service provision suffers for this reason more than any other (LaVigna et al, 
1994). Periodic Service Review is a system of management that applies 
principles of non-aversive behavioural intervention to organisations. Its use is 
illustrated at three levels of the author’s clinical work: individual behavioural 
support, consultancy to a community group home service and management of 
the author’s own training and consultation agency. The implications of this 
model of management for the role of the clinical psychologist, and its 
relevance to recent developments in the field of leaming disabilities are 
considered.
The work to be undertaken for the completion of this dossier will include:
■ Follow up studies on the author’s use of Periodic Service Review at 
individual, group and organisational levels.
■ Training in management skills
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2. The Academic Dossier
1. Functional analysis: a review of the analogue 
assessment methodology
Analogue assessment is an experimental methodology for identifying 
functions of challenging behaviour. It is now pervasive in the literature on 
behavioural intervention for people with challenging behaviours. In the words 
of Neef (1994) it has “changed the fundamental character of behavioural 
inten/ention." The principle of analogue assessment is to construct 
experimental conditions that mimic the reinforcement contingencies operant 
in the person’s natural environment. The validity of the procedure, therefore 
rests on the extent to which the subject reacts to the analogue contingencies 
in the same way as he or she would typically react to those contingencies. In 
practice, analogue assessment may be perceived by many people with 
intellectual disabilities as a strange situation, and the possibility of invalid 
findings does not appear to have fully discounted. This study compares three 
main forms of functional assessment (linear, descriptive and analogue). The 
utility of analogue assessment in clinical settings is also explored.
Among the questions that this study will attempt to address are.
■ Does analogue assessment represent a valid method for 
assessing the functions of challenging behaviours?
■ How might descriptive functional assessment be validated?
■ Should analogue assessment be adopted in routine clinical 
practice, and if so, how?
2. Attributions of intentionality: A review of the 
therapeutic role of comprehensive functional 
assessment
When Iwata et al (1982) introduced a methodology for identifying the function 
of challenging behaviours, the idea of persistent aggressive and self-injurious 
behaviours as meaningful acts was irrevocable, and the prospect of civil 
rights for people with significant behavioural challenges seemed not too far
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away. Yet in Hiie and Desrochers’ (1993) review, of 45 studies in which 
functional assessment was conducted, restrictive interventions were used in 
67% of cases. This study explores the development of functional 
assessment in the literature. It argues that a comprehensive descriptive 
assessment of the function of challenging behaviours should not be viewed 
simply as an assessment technique, but as a new paradigm for working with 
people with challenging behaviours. In this paradigm, the reciprocity within 
the staff client dyad (McGee at al, 1987) and the causal attributions about 
challenging behaviours (Hastings, 1997) are a central focus of investigation. 
This is supported by the author’s own research (McClean & Ryan, 1996), 
which suggests that the process of multidimensional functional analysis is 
itself therapeutic, by introducing reciprocity or empathy between the person 
and his or her carer.
The questions that this review addresses are:
■ What causal attributions are made about challenging behaviours?
■ How does functional analysis change causal attributions?
■ Does functional analysis lead to non-aversive behavioural 
interventions?
■ Are interventions based on functional analysis more effective?
3. Research Project
The effectiveness of multi-element behavioural support 
plans
Research Supervisor: Clare Twigger-Ross
The Callan Institute was co-founded by the author in 1994 to promote the use 
of effective, non-aversive methods for working with individuals who have 
challenging behaviours so that they can enjoy community participation with 
satisfaction, dignity and respect. Since that date, the Callan Institute has 
supported 197 behaviour support plans for people with severe challenging 
behaviours.
Multi-element behavioural support has been shown to effective in the 
assisting people with severe learning disability and significant challenging 
behaviours to overcome barriers to social and community integration 
(LaVigna and Willis, 1995). However, outcome studies are usually single 
case (O’Hara and McClean, 1995) or based on relatively small sample size 
(Donnellan et al, 1985). Outcome studies face specific methodological 
difficulties due to the ethical difficulties in maintaining a control group, 
contamination of baseline in applied settings (even when no formal 
intervention is in place, a range of contingencies and interventions are 
present), and idiosyncratic data collection. The aim of the present study is to 
examine these issues, in a way that enhances the development of positive 
practices in the field of challenging behaviour.
Study one presents the behavioural outcomes of 197 multi-element 
behavioural support plans at three months, one year and two years after 
functional analysis. Behavioural outcomes at each time period are expressed 
as a percentage of the frequency of the behaviour at baseline.
Study two uses a multiple regression design it to construct a statistical model 
to account for variance in the effectiveness of behavioural support. 
Independent variables that may be introduced into the analysis may include
■ the type of behaviour that has been assessed
■ the level of implementation of the intervention at each time period (as 
measured by Periodic Service Review)
■ organisational features such as
(a) type of setting in which intervention was implemented (large 
residential, community group home, family, school, training centre)
(b) the role of the staff member implementing the intervention 
(resource, frontline or supervisory staff)
Data collection will involve a collation of the results of multi-element plans 
implemented within the services of the Hospitaller Order of St John of God’s 
services for people with intellectual disabilities. The implications of this
research may be discussed of in terms of
1 the design and maintenance of multi-element behaviour support
plans.
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2. the role of competency-based staff training in the organisation of 
services for people with severe challenging behaviours
3 . the design of the longitudinal training programme in multi element 
behavioural support.
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1. Clinical audit:
Long term change and Periodic Service Review
Introduction
The clinical psychologist can work at three levels: the individual, the staff team and the 
organisation. Durability of change is a primary concern at each level (Ager, 1991). 
Clinical interventions designed to bring about behavioural change frequently do not bring 
lasting results (e.g. Partridge, Chisholm and Levy, 1985; Woods and Cullen, 1983). 
Failure to achieve maintenance of initial intervention gains is usually understood in terms 
of procedural drift (Lerman, iwata, Zarcone and Vollmer, 1994), the failure of the staff 
team consistently to implement a planned intervention despite its demonstrated efficacy. 
This account has two purposes. The first purpose is to illustrate the work of the author 
with examples of clinical work at each of the three levels (individual consultation, staff 
consultation, and organisational development). The second purpose is to show how 
maintenance issues can be addressed with a participative management system known 
as Periodic Service Review.
Three factors appear particularly salient in explaining the frequent failure to achieve 
lasting change (Emerson & Emerson, 1987): (a) the inconsistent application of 
interventions by frontline care-staff, (b) the utilisation by clinical psychologists of overly 
simplistic interventions and (c) failure to attend to the features of organisations that 
establish or abolish new performances. As Hastings and Remington (1994) suggest, we 
need a functional analysis of staff behaviour and of organisations in order to develop 
more effective staff training and management practices. A functional analysis of staff 
behaviour would include an analysis of antecedent factors such as clarity of performance 
expectations, potency of competing expectations, and involvement of staff in the design 
of performance standards. It would also include an analysis of consequent factors, such 
as amount of positive reinforcement contingent on new performances, the relative 
quantity of positive and negative reinforcement available for competing contingencies. In 
many cases, the consequences for correctly implementing programmes do not appear to 
be sufficient to maintain the requisite behaviours of frontline staff (Ager, 1991).
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One system that attempts to address these issues is called Periodic Service Review 
(LaVigna, Willis, Shaull, Abedi & Sweitzer (1994). Periodic Service Review is both an 
instrument and a system. As an instrument, it is a simple and flexible measure of the 
quality of the service provided by a team of staff. However, Periodic Service Review is 
also a sophisticated participative management system, designed to fulfil each of 
Demming's (1986) fourteen criteria for Total Quality Management. Its features include (I) 
the development of performance standards by the team responsible for their 
implementation, (ii) the operationalisation of performance standards (iii) regular self­
monitoring of the implementation of performance standards, (iv) visual feedback on 
performance in the form of a graph, and (v) staff training designed at continuous quality 
improvement.
This paper illustrates Periodic Service Review with four examples; (1) management of a 
multi-element behaviour support plan; (2) quality assurance in a community group home, 
(3) management of Positive Futures Planning, and (4) a self-management system within 
the Callan Institute for Behavioural support.
1. Management of a multi-element behaviour support plan.
In 1994, the Callan Institute was co-founded by the author. Since that time, it has supported over 300 multi­
element behaviour support plans across the country. These plans follow closely the model described by 
LaVigna and Willis (1995). Multi-element behaviour support plans are distinctive in that they are non-aversive, 
they are based on an understanding o f the function o f the behaviour for the individual, and they involve 
environmental accommodation, skills teaching, direct interventions and reactive strategies. The following is an 
example o f multi-element behavioural support.
Sarah was referred for behavioural assessment when she was 22 years old. She had 
lived in a group home for four years. She had a history of behavioural outbursts dating 
back to when she was 18 months of age. These included self-injury, aggression towards 
staff, property destruction and throwing objects. On three occasions she caused injury 
when she threw boiling water from a kettle at support staff. In January 1994, Sarah's 
behaviours escalated, both in frequency and severity. Two staff required lengthy sick 
leave as a result of incidents of her behaviour. She was referred to the author for a 
behavioural assessment.
Assessment consisted of cognitive, communicational, ecological, and medical 
assessments as well as operational definitions of target behaviours, historical analysis, 
antecedent analysis for the occurrence and non-occurrence of behaviours, consequence 
analysis, motivational analysis, hypothesis development and systematic observation to 
confirm the hypotheses. The assessment operationally defined aggression and self- 
injurious behaviours.
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The assessment found that Sarah was a visual learner; her abilities to deal with verbal 
information and abstract ideas such as concept of time were poor by comparison. 
Incident analysis sheets indicated that almost two thirds of incidents were preceded by 
Sarah requesting to go for a walk and by staff asking her to wait until a more appropriate 
time. Twenty percent of incidents happened at mealtimes. Consequence analysis 
indicated that response cost or punitive responses were associated with escalation of 
behaviours. It was hypothesised that the function of the behaviour was
• to respond to the refusal or delay of an activity or event, particularly a walk.
• an expression of tension, which is triggered by four factors: lack of availability of one-to-one staff time, 
pre-menstruation, noise clutter and group situations.
• an expression of confusion about the sequence of events in time”
- Extract from assessment report (27/1/94)
The assessment also hypothesised that the sudden escalation in behaviours was 
associated with the sudden withdrawal of Melleril. Melleril had been withdrawn at the 
request of Sarah's mother. After discussion between the author, the consultant 
psychiatrist and Sarah’s mother, Melleril was re-introduced.
The author and the staff team used the results of the behavioural assessment to 
recommend a multi-element behaviour support plan. This is summarised in table 1 (see 
table 1).
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Table 1: Summary of Sarah’s behaviour support plan
Environmental
accommodation
Establishment of daily 
routines
Behavioural assessment indicates that behaviours are less likely 
when Sarah seems familiar with routines
Environmental
accommodation
Picture sequencing 
book
(1) Pictures of Sarah’s daily activities are rehearsed with her to 
increase her ability to predict her day; (2) a picture is taken from 
the book at the start of each new activity to assist her with 
transitions between activities; (3) if an activity cannot take place, 
the picture representing that activity is removed, and an alternative 
activity is negotiated with her using pictures
Environmental
accommodation
Meals may eaten on 
her own
Incident analysis indicated that group meals were associated with 
a higher likelihood of the behaviour
General skill Using the telephone General skills are designed to increase mastery over some feature 
of the environment. By learning to use the telephone, Sarah might 
increase her ability to contact family and increase her ability to 
predict family visits
Functionally 
equivalent skill
Escape training By teaching Sarah to escape to her own room when confronted 
with noise, escape motivated outbursts may be replaced
Functionally 
related skill
Visual problem 
solving
Picture stories representing problems that Sarah commonly faces 
(e.g. noise, crowds, change in routine) are rehearsed to give her 
visual examples of practical solutions
Coping skill Relaxation training Sarah moves to music, and this activity appears to relax her
Direct
intervention
Differential Reward of 
Other Behaviours
Sarah is rewarded for every half day in which she exhibits no 
target behaviours
Direct
intervention
Respond to 
precursors
Staff respond to behavioural warning signs (e.g. facial grimaces) 
to avert incidents of challenging behaviour
Direct
intervention
Antecedent control Staff avoid refusals and requests to wait
Reactive
strategies
Active listening; 
redirection to picture 
sequence book; 
facilitated relaxation
The goal of reactive strategies to respond to Sarah’s outbursts in a 
way that minimises the likelihood of escalation.
The author consulted to the staff team, initially on a weekly basis. The purpose of 
consultation was to train staff to implement the plan, and to involve them in the review 
and revision of the behaviour support plan in the light of implementation experiences. 
Implementation of the behaviour support plan was associated with a slight increase in the 
frequency of the behaviour during the first month. However, the average duration of 
incidents reduced from 15 minutes to 40 seconds during that first month. The frequency 
of the behaviour reduced to near zero levels in subsequent months. Behavioural change 
cannot be accounted for solely in terms of implementation of behavioural supports as the 
re-introduction of Melleril in late January 1994 narrowly preceded the commencement of
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the intervention plan. In July 1994 the frequency of meetings between the author and the 
staff team were faded to one per month. A termination report and maintenance plan 
were filed in November 1994.
In June, 1995, Sarah was re-referred for behavioural assessment. No behavioural 
records had been kept for 5 months, and none of the recommended behaviour support 
plan was still being implemented. The likely reasons for this were that Sarah had moved 
to a different apartment as part of a major service reorganisation (Sarah was not 
consulted about this), and there had been a number of changes to the staff team working 
with her. A comprehensive assessment of her behaviour was conducted again in June 
1995, and hypothesised the same functions of behaviour as were identified in January 
1994. Minor changes were made to the previous intervention plan, including more 
explicit scheduling of daily routines, replacement of a DRO schedule of reinforcement 
with a variable schedule of reinforcement (Variable Interval (VI) = 1 day). Monthly 
meetings involved fidelity checks to ensure intervention and behavioural recording were 
being implemented consistently. The behaviour reduced to near-zero levels, this time 
without any change in medication.
Sarah was referred for a third time in August 1997. By this time, continuous staff 
turnover had resulted in an entirely new staff team working with Sarah. Aspects of the 
original support plan had persisted. Two members of her new staff team were trained by 
the author in the design and implementation of multi-element behaviour support plans. A 
reassessment of the behaviour yielded a slight refinement of the function: it was 
hypothesised that Sarah requested walks frequently as an adaptive strategy to recover 
from over-stimulation. Effectively, when it was too noisy, she asked to leave by saying 
she wanted to go for a walk. Minor adjustments to the behaviour support plan included 
increasing the frequency with which walks were scheduled (stimulus satiation); providing 
access to walks when there is noise in the environment (antecedent control), and 
providing access to walks in response to precursor behaviours (chain interrupt). In 
addition, a protocol recommended that staff remain silent on walks unless Sarah 
indicated that she wanted interaction. The intervention plan was organised as a Periodic 
Service Review (PSR), which acts as a weekly checklist of implementation. The PSR 
score is simply the number of recommended interventions implemented in a given week. 
Figure 1 shows the frequency of Sarah's behavioural outbursts and the results of 
Periodic Service Review (PSR) from August, 1997.
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Figure 1: Graph o f behavioural outbursts.
Figure 1 shows the graph of the Sarah’s behaviour over a 6 year period. The graph 
suggests that the reduction in outbursts from August 1997 (month 44) is associated with 
an accumulation of implemented interventions (PSR score). There was no change to 
Sarah’s regimen of medication since January 1994. Sarah moved apartment twice since 
August 1997, and now lives with a completely different group of clients and staff with no 
effect on her behaviour. Although the decisions to move were not taken by Sarah, both 
transitions were planned and prepared for well in advance.
Conclusion
The results illustrate that long-term follow up is required to maintain intervention gains. 
The case may also illustrate a danger of specialist consultation, in that the presence of 
the author may have prevented the staff team from developing the self-efficacy required 
to maintain the intervention plan. On two occasions there was a failure to sustain an 
apparently effective behaviour support plan. On a third occasion, the author trained a 
staff member to assess behaviour and to design and implement behavioural supports, 
and Periodic Service Review was used to monitor the consistency of implementation. 
The result was an improved capacity to maintain the plan over time. The illustration 
carries all the limitations of anecdotal evidence. However, research into the 
consultational and organisational factors that promote maintenance of behavioural 
change is long overdue.
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2. Quality assurance in a community group home
lam  convinced that the key to achieving quality o f  life outcomes for people with severe intellectual disabilities 
is an effective supervision system for frontline staff. Between 1995 and 1997,1trained 15 staff teams in the 
design and implementation o f Periodic Service Reviews in 15 community-based group homes and apartments. 
One o f  the first o f  these was Watson House.
Watson House is an attractive detached house in a quiet cul de sac in the suburbs of 
Dublin. It is home to three men and two women who have severe intellectual disabilities 
and challenging behaviours. In many ways, the house is ideally located. It is within 
walking distance of shops, pubs and a range of leisure amenities. There is a frequent 
bus service to the centre of Dublin, some 15 minutes away.
In 1995, staff at Watson House were trained to design and implement a Periodic Service 
Review. The procedure used by the author is presented in table 2:
Table 2: Procedure for inqplementingPeriodic Service Review
Procedure fo r facilitating.Periodic Sej^ice.Reviews
1) Staff training in disability awareness
2) Facilitation of stafPs aspirations for their unit of service
3) Translation of service aspirations into operationalised performance 
standards
4) Development of a protocol for monitoring performance standards
5) Follow up meeting at one month to review initial graphing 
h) Follow up meeting at six months to review implementation
As part of the training process outlined in table 2, staff at Watson House designed a 
Periodic Service Review that had a range of performance standards, reflecting their 
aspirations towards a service that embodied real lifestyles, meaningful participation, 
choice, dignity and respect. Performance standards were also set for behaviour support 
planning, staff support and health and safety (see appendix 1). Over a five-year period, 
staff monitored their performance 48 times (approximately 10 quality audits per annum). 
Each audit yielded a PSR score, which is the number of performance standards achieved 
as a percentage of the total. The results are presented in figure 2.
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Figure 2: Results o f Periodic Service Review at Watson House
Figure 2 shows that when staff first monitored the quality of their service in terms of 
quality standards that they themselves defined, only 14% of the standards were found to 
be in place. Over the next 15 months, they showed a steady increase in the number of 
standards that they achieved. The graph provided them with continuous feedback on the 
quality of their performance.
The Periodic Service Review took very little time to administer; each monitoring session 
took approximately 25 minutes. The system provided the staff with a meaningful indicator 
of the quality of their work, in the sense that the performance standards were self­
defined. Staff received regular positive feedback for the everyday work accomplished in 
the house, and opportunities for further improvement are identified. It is interesting to 
note that during the period charted above, there were extensive staff changes (this is a 
major challenge for intellectual disability services in Ireland in the 1990s). In addition, 
there were two periods of crisis due to challenging behaviour. Figure 2 shows that the 
staff at Watson House maintained a commitment to quality service over a five year period 
despite these changes. Similar findings have been reported for Periodic Service Review 
in educational services (LaVigna et al, 1994) and group homes (Taub, 1997, Beaty and 
Burchess, 1996).
Perhaps the major advantage of Periodic Service Review is the effect it can have on staff 
support. Bates and McClean (1997) compared community group homes in which a 
Periodic Service Review was in place with group homes in which a Periodic Service 
Review was not implemented. Staff support was measured with the Staff Support 
Questionnaire (Russell and Harris, 1993). Results indicated that staff reported 
significantly higher levels of staff support in houses in which a Periodic Service Review
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was in place. In particular, significantly higher levels of job satisfaction and role clarity 
were found. In addition, content analysis of daily diaries provided independent 
confirmation that Periodic Service Review is associated with higher levels of client 
engagement in meaningful (i.e. functional, age appropriate activities). Periodic Service 
Review is associated with sustainable quality improvement
Conclusion
This example illustrates the use of Periodic Service Review in a community group. Over 
the course of five years, staff showed an improvement and maintenance of performance 
standards that they associated with the provision of a quality service. Periodic Service 
Review ensured that the aspiration of community participation was a practical and 
ongoing reality for the men and women who lived in Watson House.
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3. Management of Positive Futures Planning
In 1995,1 had the privilege ofparticipating in a Positive Futures Planning meeting o f a young man with 
moderate intellectual disabilities who was moving into his own apartment in Los Angeles. The meeting was 
facilitated by staff' o f Social and Community Integration and Participation (SCIP), a supported living service 
provided by the Institute o f Applied Behaviour Analysis. The positive and creative spirit in which the meeting 
was conducted was breathtaking. Since then, I  have introduced Positive Futures Planning to a range of 
services in Ireland The following are some reflections on the implementation o f Positive Futures Planning in a 
range o f services.
Positive Futures Planning represents a radical departure from traditional models of 
service. When implemented correctly, it represents a paradigm shift, in Kuhn’s (1962) 
sense, of a revolutionary change in our basic assumptions about intellectual disabilities. 
Positive Futures Planning may be contrasted with the special needs paradigm. A tenet of 
special needs is that people with intellectual disabilities require specialist advice and 
training, usually within a segregated facility such as a special school or an adult training 
centre, to enable them to integrate into the community. Positive Futures Planning, by 
contrast, maintains that education, work and training can take place in natural settings, 
and can be co-ordinated by family members who know the person well, and who are 
available to the person in sufficient number to support.
The special needs model of service is hierarchical; a small multidisciplinary team defines 
the person’s needs and dispenses its specialist expertise through advice, training and 
therapy. A two-tiered service can result, in which people who can survive in the 
community with minimal support are placed in integrated settings while those with severe 
intellectual disabilities or challenging behaviours remain in specialist facilities until they 
are ready’ for intégration. A survey of staff in one adult training centre (Connaughton and 
McClean 1994) found that, while staff agreed with the principle of integration, they were 
unable in practice to identify, in their view, a trainee with intellectual disabilities who 
would be ready for supported employment within five years.
The reliance on segregated facilities underlines the status of the person with intellectual 
disabilities in the community as that of guest or visitor, rather than a citizen with the right 
to inclusion. At Individual Programme Planning meetings, the person is set annual 
targets which, even when they are achieved, have only the most tenuous connection with 
the supports the person needs in order to be included. People attend adult training 
centres where it is not clear what training is occurring, whether it will ever be completed, 
how long it will take, what are the component steps and how the person will benefit. It 
would seem that assessments, teaching and training do not have being in the community 
as a specific goal for their activities. Instead of creating new support structures to provide
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for individual needs, people are matched to existing facilities, often based on the 
administrative concept of IQ.
Positive Futures Planning starts from the perspective of the person for whom both the 
service and the professional exists. Whereas the special needs paradigm views disability 
as stemming from the limitations of the person with a disability, positive futures planning 
holds that such difficulties stem from the failure of the social and physical environment to 
accommodate their needs. French (1994) makes the distinction that an impairment is 
located within the person, but a disability exists within an environment which fails to 
support the person’s inclusion. Thus, a visually-impaired person is disabled not by the 
lack of sight, but by stereotypical ideas about blindness and the lack of Braille, a guide 
dog etc. Similarly, a person with intellectual disabilities is disabled, not by Down 
Syndrome, but by the absence of lack of choice, rigid work practices, gestural 
communication systems and the attitudes of others. This is the concept of disability which 
informed the Report of the Commission on the Status of People with Disabilities (1996) 
which looks for ‘the adoption of a civil rights perspective.... The recognition o f equality as 
a key principle of the human nghts approach.’
Positive Futures Planning emphasises environmental accommodation, choice and self- 
advocacy. The most important skill of a carer is the ability to listen, to facilitate and to 
advocate. Specialist advice and support is not excluded, but neither is it given pre­
eminent status. The person’s right to participate in his/her local community brings many 
new challenges: supported employment, supported leisure, supported living and the 
harnessing of the natural supports that are freely available to those who have the 
courage to ask. In this model, the service is defined as families and frontline staff having 
the skills and authority to co-ordinate the various supports which the person needs in 
order to uphold his/her rights. John O’Brien (1987) identifies these as the right to live in 
the community, the right to participate fully in that community, the right to make choices, 
the right to be competent and the right to dignity and respect. O’Brien called these the 
five accomplishments of services—the work of services is to be evaluated according how 
well they accomplish these five outcomes.
In the Positive Futures Planning paradigm the required service is delivered by a circle of 
support. As well as the individual, who defines the nature of the assistance he/she 
requires, the circle of support usually includes family and friends who act as brokers for 
the range of resources and supports. If there is a role for a formal service, it is to facilitate 
and harness the resources that are naturally available. In one circle of support, for
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example, harnessing natural supports has meant involving 72 volunteers from the local 
community in the effort to meet an individual’s needs. Although many of the volunteers 
initially agreed to participate out of a wish to help the individual, most of them came to 
feel that they were also benefiting from being part of the effort. In this way the circle of 
support is based on reciprocal gain.
In 1998, a group of staff from one large residential and training facility were trained in 
Positive Futures Planning. The course was designed to train staff in the concepts and 
skills required to establish and co-ordinate a Positive Futures Planning process. The 
training group consisted of 19 staff members (thirteen instructors in the day service and 
six care staff in community group homes), who were trained in two separate cohorts. 
The course involved three days, over an eight-week period, during which time each 
participant prepared and co-ordinated a Futures Plan with one person. The author 
provided supervision and feedback on each Futures Plan throughout the training. The 
training process is presented in table 3:
Table 3: Stages of Positive Futures Planning training
Procedure for facilitating Positive Futures Plans
l.Staffmember is t i^ e d  in disability awareness, active Ustening  ^and negotiation skills ' ~ \ ^
2. Staff member has preparatory meetings with individual to discuss possible futures
3. Staff member meets siguificaut others iudividnally and prepare a preliminary profile including each person’s 
perspective " ’ «  ^ ‘  ^ '
4. Staff nmmberk trained group facilitation
5. Fhrst Positive Futures Planning meeting, designed to collate a common appreciation of the person  ^ ^
6. Second Positive Futures Planning meeting, designed to elicit the person’s dreams for the fiiture, and plan the path 
towards those dreams ’
7. Ongoing review, designed to harness the ener^es of the circle of support
Major emphasis in the training is placed on preparation. The staff member may meet the 
person and significant others a number of times before the Positive futures Planning 
meeting. They meet in a community setting, at a mutually enjoyable activity during which 
the person’s potential and capacity to participate in the community can be visualised. At 
the meeting, the person’s life story is traced in a way that emphasises the person’s 
capacities to make choices, to engage in meaningful, enjoyable activities and to gain the 
respect of others. Each person attending the meeting is invited to help the person 
develop a range of dreams for the future. Each member of the person’s circle of support 
is involved in the plans that follow.
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A 32-item Periodic Service Review (PSR) is used to monitors performance standards on 
preparation (involvement of the person, involvement of family members and key social 
agents, canvassing of opinion on issues such as supported employment, supported living 
and supported leisure); planning the meeting (venue selection, circulation of preliminary 
information, nomination of advocate), the meetings (range of topics addressed, quality of 
tasks set) and the follow-up (subsequent meetings of the circle of support).
Within eight weeks of commencing training, twelve people had concrete plans to start in 
supported employment. In many cases, job-matching was based on an intimate 
appreciation of the strengths and enthusiasms of the individual. Fifteen people were 
engaging in new community-based leisure activities, including angling, an astronomy 
society, evening classes in guitar, camping and grooming horses at a farm. Family 
members were central to many of the plans and activities. Many plans were ambitious, 
such as the commencement of a fund-raising campaign to buy a motorised scooter for 
one woman with physical disabilities.
A total of 110 targets were set, with a striking number of them involving community 
participation. Twenty-two targets (20%) referred to supported employment (defined as 
paid, community-based employment). A further 43 targets (37%) referred to supported 
leisure (defined as community-based, non segregated leisure activities). Only twelve 
(10%) of the targets were set for sheltered workshop activities.
A survey of staff six months after completion of training found that staff members 
continued to feel very positive about the process. Nineteen staff responded to a 
questionnaire about positive futures planning. When asked about the strengths of the 
process, 12 mentioned the increased communication between staff and clients; 9 
mentioned that the process had focused the service’s attention on the choices and 
strengths of the individual person. Two staff members referred to the emphasis on the 
person’s rights. According to one staff member, ‘Positive Futures Planning forces us to 
think about issues that are important, rather than urgent; it focuses on community 
participation.’
When asked about the weaknesses of the process, seven staff referred to the fact that 
Positive Futures Planning needs a long-term commitment. Five staff mentioned the fact 
that the process was time-consuming. Six staff mentioned difficulties identifying a circle 
of support (where the person lived in large residential accommodation without family 
contact, and for whom paid staff represented the only identifiable support system). Two
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staff referred to the need for colleagues also to be trained in the philosophy of Positive 
Futures Planning.
Positive Futures Planning has been implemented in four other organisations, with similar 
results. In one centre parents participated in the training alongside staff and they co­
ordinated the circle of support staff for their son or daughter. A major follow-up study is 
planned of the 47 positive futures plans that the Callan Institute has supervised, to 
establish whether targets have been achieved, whether the circles of support have 
continued to meet, staff evaluation of the impact of positive futures planning on clients, 
and staff's evaluation of the implication of positive futures planning on their own role.
Conclusion
The preceding account is an illustration Positive Futures Planning. A distinctive feature 
of the model is that frontline staff are empowered to take a key role in assisting the 
person with intellectual disabilities to determine the quality of their lives. Again the model 
contrasts with one which relies on specialists for direct delivery of service. In this 
example, positive outcomes were delivered by frontline staff, and Periodic Service 
Review was used to maintain adherence to a range of quality standards.
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Figure 3: Locations o f main services o f the Hospitaller 
Order o f  St John ofGod
4. The Callan Institute for Behavioural Support
The Hospitaller Order of St John of God (The Order) is an international organisation that 
has been providing services to people with psychiatric and developmental disabilities for 
five hundred years. The Order provides a variety 
of services in Ireland. It is the primary service 
provider to people with intellectual disabilities in 
four regions; South Dublin, South West Dublin,
North Kildare and Louth. It has large residential 
services in Celbridge and Drumcar, a significant 
number of group homes in counties Louth,
Dublin and Kildare, and also day centres, 
special schools, adult training centres and work 
enterprises in each of the three counties. In all, 
approximately 1700 children and adults with intellectual disabilities receive a service (see 
figure 3). The Order is committed to the principles of normalisation, community 
integration and the provision of meaningful education and work for its service users.
The Callan Institute was founded in 1994 to provide training and consultation to frontline 
staff, to empower them to initiate and co-ordinate the delivery of effective, high quality 
services to people with challenging behaviours. Further, it was decided to train staff in a 
way that would have direct impact on the service users, and to use an integrated model 
of behavioural support for achieving this. The purpose of this model is to promote and 
maintain dignified valued lifestyles in the community for people with challenging 
behaviours, thereby minimising the need for segregated specialised units.
We use Periodic Service Review at four different levels within the organisation. First, 
each staff member uses Periodic Service Review to monitor implementation. Second, 
we use Periodic Service Review to monitor the quality of assessments, behaviour 
support plans and quarterly progress reports. Third, Behaviour Management 
Committees use Periodic Service Review to monitor their range of activities. And finally, 
the Callan Institute monitors its own tasks with a periodic Service Review (see appendix 
2). This PSR includes performance standards on our individual casework, staff training, 
communication with other parts of the organisation, research and the Callan Institute 
Management Team. Figure four is a graph of the percentage of performance standards 
achieved each month since 1996 (see figure 4).
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Figure four shows that the Callan Institute is currently achieving 83.5% of the 
performance standards it set for itself in May 1996. In addition, the graph illustrates a 
reasonably consistent maintenance of those standards overtime. This is at least in part 
attributable to our development of a Periodic Service Review.
General Conclusion
The preceding account is an attempt to illustrate the work of the author with four 
examples; managing a behaviour support plan; consulting to a group home staff team, 
implementing a Positive Futures Planning process, and managing a training and 
consultation agency. The common theme in the examples is the contrast between a 
specialist consultation model of service and a model of service that trains and empowers 
staff to deliver specialist expertise to people with intellectual disabilities. In each 
example. Periodic Service Review played an important role in ensuring that frontline staff 
could sustain a delivery of positive outcomes over long periods of time.
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Appendix 1
Periodic Service Review for Watson House
Operational definitions of performance standards
Score + or - on each item of the PSR according to the criteria outlined below.
1. Assessments: Community Living Skills Assessments are conducted for each client and are updated 
every 6 months. The needs met in the previous 6 months are stated and the goals for the subsequent 6 
months are clearly included.
2. Behavioural assessments: AU behavioural assessments and intervention plans are reviewed every 3 
months. The needs met in the previous 3 months are included and the goals for the subsequent 3 months 
are clearly stated,
3. Independent Living Skills: A written teaching plan is available for teaching each client a functional, 
age appropriate activity. Each teaching plan should include The method used to teach the skill 
Frequency of teaching sessions How progress will be recorded Check within six months to observe 
whether the skills has been learned.
4. Independent Living Skills Outcomes: For one randomly selected resident, score a half point for each
skills teaching objective that was achieved at the previous IPP review meeting, up to a maximum of
three points.
5. Implementing Procedures Consistently: Documentation indicates that one procedure per client is
observed being carried out weekly so that the consistency of implementation can be verified
6. Choices: A weekly schedule is signed by a client or his or her keyworker to indicate that each client has 
chosen.
• at least one meal
• at least one community based activity
• to invite (or not invite) friends around to the house at least once each week.
7. Participation in the community. The weekly schedule of activities indicates that one randomly 
selected person has engaged in all of the following activities in the last week
• Public transport two times
• Shopping three times
• Community leisure facility
8. Caring interactions: Observations at a randomly selected time indicate that, of five consecutive staff - 
resident interactions observed, four are positive (i.e. they request or encourage the performance of an 
action or alternative behaviour or are transactional / conversational, rather than discourage or reprimand 
the performance of some action or behaviour).
9. Advocacy: With the client's permission, an independent person (for example a friend or a parent or a 
keyworker from the work setting, is given the opportunity to contribute to the residents' IPP meeting, 
either by participating at the meeting or by making a telephone or postal contact in advance.
10. Emergency management procedures: One incident sheet, randomly selected from the last week, 
indicates that the relevant safety procedure was adhered to, and the individual's reactive strategy was 
implemented where available. If there was no incident in the last week, also score a +.
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11. Safety procedures; The safety procedures are written, available within 5 minutes of a request. All staff 
have signed and dated documentation to indicate that they have read the procedure within the last 6 
months.
12. Staff support meetings: Records of staff meetings indicate that staff are satisfied with the amount of 
time spent discussing and debriefing after incidents of staff management of challenging behaviours
13. Staff training: All staff have received training in the last 12 months in at least one of the following 
areas:
• teamwork skills
• listening skills
• communicational skills
• stress management skills
• teaching behavioural management
14. Continuous evaluation of service: A measure of Quality of Life (e.g. the quality of life questionnaire) 
is conducted each 12 months and the results are graphed for all residents of the group home.
Written by the staff teams at Watson House, Januarv 1995. 
Reproduced by kind permission of the Group Home Manager.
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Appendix 2.
Periodic Service Review for the Callan Institute for Behavioural Support
The following Periodic Service Review represents the performance standards of The Callan 
Institute, which will be monitored monthly, with feedback provided to The Callan Institute 
Management Team.
Mission
Statement
Individual
Casework
Staff Training
1 .
Communication 2.
3.
4.
5.
7.
9.
10.
11
The mission statement is written and agreed by the Callan 
Institute Management Team. It is consistent with the ethos of the 
Hospitaller Order of Saint John of God.
A brochure which outlines the mission statement, terms of 
reference and method for accessing The Callan Institute’s 
services has been sent to Directors of each of the Order’s 
centres and to each individual and service on The Callan 
Institute’s mailing list.
A term report has been submitted to the management team 
within the last 4 months
A newsletter providing examples of good practice in the field of 
challenging describing the activities of The Callan Institute has 
been circulated to Directors of each of the Order’s centres and to 
each individual and service on The Callan Institute’s mailing list 
within the previous six months.
A conference of behavioural specialists working in Positive 
Programming in has been presented by The Callan Institute 
within the last 12 months.
The Callan Institute has published at least one article in the last 
12 months
An annual report has been presented to the provincial within the 
last 12 months.
Referrals to The Callan Institute are requested in writing and are 
placed on the Callan Institute register on receipt
Referral source receives a response within 7 days
For Behavioural Assessment, referral source receives a contract
of service within seven days of initial contact with the individual
Behaviour Assessment Report and Intervention Plan is submitted 
to the referral source within 30 days of initial contact, according 
to the register
12. One Behaviour Assessment Report randomly selected each 
quarter meets 85% standard according to the Behaviour 
Assessment Report and Intervention Plan Evaluation Instrument
13. Where contract to referring agent specifies responsibility for 
implementation. Quarterly Progress Reports are submitted within 
15 days of the end of each quarter or, where appropriate, within 
15 days of termination of Callan Institute involvement.
14. One Quarterly Progress Report randomly selected each quarter 
meets 85% standard according to the Quarterly Progress Report 
Evaluation Instrument
15. One Longitudinal Staff Training course in Positive Programming 
has been commenced by the end of January each year.
16. Requests for names of candidates are circulated to Directors of 
each of the Order’s services before November 15 each year
17. Candidates are sent written descriptions of all courses at least
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one week before the commencement
18. Course participants written ratings of their satisfaction with the 
course indicate at least 85% expressing high satisfaction
Quarterly 
Progress Review
19. At least 80% of five randomly selected Behaviour Assessment 
Report and Intervention Plans completed by course participants 
meet 85% standard according to the Behaviour Assessment 
Report and Intervention Plan Evaluation Instrument
20. All candidates who complete all course assignments, and who 
achieve 85% standard on the Behaviour Assessment Report and 
Intervention Plan Evaluation Instrument and on the Quarterly 
Progress Report Evaluation Instrument receive accreditation from 
a nationally recognised accreditation body
21. A training course is held for teachers in the first week of July 
each year
22. All staff actively working in Positive Programming are registered 
on The Callan Institute database.
23. All staff receive annual notification of their respective quarterly 
progress review meetings
Research
24. All staff are reminded of the forthcoming Quarterly Progress 
Review at least 3 weeks before each review meeting
25. All Quarterly Progress Reports received at least 10 days before a 
review meeting are circulated to staff attending that review.
26. All new Behaviour Assessment Reports and Intervention Plans 
submitted are read by staff of The Callan Institute and feedback 
is provided by the Callan Institute
27. Ongoing evaluation logs the effectiveness of Positive 
Programming and reasons for non-submission of Quarterly 
Progress Reports
28. Research evaluating the effect of Positive Programmes has been 
conducted within the last 12 months
Management
Team
29. A tracking system is updated each quarter and Is submitted to 
the Callan Institute Management Team
30. Management Team meetings are held each month
31. The terms of reference of the management team is clearly stated
32. The management team monitors the results of the Periodic 
Service Review each month
Total Score
Percentage....
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2. Post qualification e^qierience
Main post
qualification
achievements
Co-founded the Callan Institute in 1994 and developed it as a national training and 
consultation agency
Brought Multi-element Behavioural Support and Positive Futures Planning to Irish 
learning disability services
Designed and directed an effective system for delivering support plans to more than 
300 people with severe challenging behaviours
Designed and directed the Diploma in Disability Studies at St. Aime’s Roscrea 
Designed and implemented successful systems for training and supporting staff in 
Systematic Instruction, Periodic Service Review, Active Listening and Augmentative 
Communication
Delivered staff training and contributed to the development of services in South 
Korea, January -  March, 1996
Designed and implemented quality assurance systems in educational, day and 
residential services
Founded the Irish Association for Behavioural Support to promote professional 
standards of practice in the field of behavioural support
Established the Behavioural Support Research Programme to promote research into 
the maintenance of behaviour support planning
Education 1983 -1986 University College Dublin
BJL in Psychology 
First Class Honours, first in class
1986 -  1987 University College Dublin
M JL in Psychology
First Class Honours, first in class
1987 -  1989 University of Surrey
M.Sc. in Clinical Psychology
Additional
training
Jan 1993 -  Jun 1993
Positive Programming
The Institute of Applied Behaviour Analysis 
Los Angeles, California, USA
May 1998 British Columbia Association for Community Living
Vancouver, Canada.
A study visit to services for people with intellectual disabilities
October 1999 Crisis Prevention Institute
Brookfield, Wisconsin, USA. 
Nonviolent Crisis Intervention -  Instructor Level
Nov 1999 -  Feb 2000 Irish Management Institute
Ballinteer, Dublin.
Core Skills in Management
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Proffessionai
experience
1994 - current The Callan Institute for Behavioural Support,
St John of God Brothers, Crinken House,
Crinken Lane, Shankill, Co. Dublin.
Co-ordinator & Senior Clinical Psychologist
• My role is to promote effective behaviour support plans for people who are 
challenged by their behaviour, so that they can enjoy community participation with 
satisfaction, dignity and respect.
• I co-founded the Callan Institute to expand and support this work across the Order’s 
services.
• I have provided training and consultancy to services and care staff teams nationally: 
St Anne’s, Roscrea: Western Care, Mayo; Headway Ireland, Dublin and Cork: Bros. 
Of Charity, Galway; Bros, of Charity, Cork; Bros, of Charity, Waterford; St Patrick’s 
Upton; St Patrick’s Special School, Enniscorthy; South Eastern Health Board; Eastern 
Health Board and otihers.
• Designed an effective quality assurance system for the Callan Institute and TQI 
systems for group homes, large residential centres and work enterprises
• Wrote and oversaw the implementation of the St. John of God policy document on 
challenging behaviours
• Designed a database and quarterly review system for supporting and maintaining 
organisational changes
• I maintain a varied caseload of individual staff and family consultations
• Established and currently chair a research programme on positive behavioural 
supports
1997-2000
Director
The Diploma in Disability Studies, 
St Anne’s, Roscrea, Co. Tipperary
• I designed a two-year course for training frontline staff to work professionally with 
people with learning disabilities which is accredited by NUI, Maynooth
• I currently direct this course with the support of a course co-ordinator
• I have selected some of the leading experts in the field of disabilities and negotiated 
their involvement across the 16 modules of the course
• Modules include child development, mental health, community studies, introduction 
to counselling, systematic instruction, research methods.
1993 - current Trinity College Dublin & University College Dublin
Associate Lecturer
■ Lecturer as part of the D. Clin, and D.Psych.Sc. courses in Clinical Psychology
■ Topics include: Models of Service, Disability and Identity, Functional Analysis, 
Behaviour Support Planning and Models of Intervention
■ Supervise research undertaken in completion of above courses
1991 -  1994 Dunmore House, St John of God Services, Dun Laoghaire
Senior Clinicai Psychologist
• Developed and supported individual education plans and integrated education 
programmes
• Developed and evaluated a successful early intervention service
• Member of the Order’s Research Management Committee
• Provided psychological services to 220 clients and their families. Services focused 
mainly on children.
• Supported a range of staff teams in pre-school, child and adult units
• Designated Person for the investigation of allegations of abuse
• Facilitated groups in self-advocacy, relationships and sexuality and positive parenting, 
with adults with learning disabilities and their parents
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1989-1991 Mid Surrey District Health Authority
Clinical Psychologist
• Introduced IPPs and non-aversive behavioural intervention to three large residential 
centres
• Worked on three locked wards with 45 adults who had challenging behaviours
• Was a member of the Community Mental Handicap Team for the Leatherhead 
catchment area
Publications and McClean, B. (2001) Particular Case Training: An organisational approach to positive 
oaoers behavioural support Paper presented to Managing Challenging Behaviours, a
papers national conference hosted by the Callan Institute, TuUamore, March 2001
McClean, B. and Dench, C. (2000) A model of service for people with challenging 
behaviours. Paper presented to the thirty fir s t annual conference o f  the 
Psychological Society o f  Ireland, Portumna, November 2000
Grey, I., McClean, B. and Barnes, D. (2000) Staff attributions about the causes of 
challenging behaviour: a longitudinal study. Paper presented to the thirty firs t 
annual conference o f  the Psychological Society o f  Ireland, Portumna, November 
2000
Randall, P. and McClean, B. (2000) Empathy skills training: the risks and rewards. 
Paper presented to the thirty fir s t annual conference o f  the Psychological Society 
o f  Ireland, Portumna, November 2000
McClean, B. (1999) Picture Exchange Communication System: Using Systematic
Instruction to teach Augmentative Communication. Paper presented to Advances 
in Augmentative Communication, Stillorgan, December 1999
McClean B. and Halliday A. (1999) Positive Futures Planning: A different kind of 
service. FrontlinelAoAQ, October, 1999
McClean B. (1998) Obsessive compulsive behaviours: a multi-element behavioural 
approach. Paper presented to Schizophrenia Ireland National Conference, 
Ballsbridge, November 1998
McClean, B. (1998) Challenging behaviours and multi-element behavioural support. 
Frontline No 34, April 1998
McClean B. (1997) The impact of fimctional analysis on carer-client relationships. 
Paper presented to the P ‘ Annual Conference fo r  the Advancement o f  Positive 
Practices in the Field o f  Challenging Behaviours, London, January 1997
McClean B. and Ryan, D. (1996) Staff responses to people with challenging
behaviours: behavioural interventions and reactive strategies. In N. Flanagan 
(Ed.) Proceedings, Annual Research Study Day
Lonergan E. and McClean, B. (1996) The role of staff support in effective positive 
programming. In N. Flanagan (Ed.) Proceedings, 10‘ Annual Research Study 
Day
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Functional assessment and challenging behaviour: A critical 
review of the validity and clinical utility of analogue assessment
Abstract
Analogue assessment is an experimental methodology for identifying 
functions o f challenging behaviour. It has had a pervasive impact on the 
field o f behavioural intervention for people with challenging behaviours.
The procedure is examined in terms of three types o f validity: ecological 
validity, convergent validity and empirical validity. The utility o f analogue 
assessment in clinical settings is also explored. The primary advantage of 
analogue assessment is experimental demonstration o f relationship 
between variables. An impressive range o f advances have improved the 
ecological validity o f the procedure. However, evidence for convergent 
validity is lacking. The advantage of analogue assessment over alternative 
forms o f functional assessment has yet to be adequately demonstrated. 
And the use of analogue assessment in routine clinical practice remains 
dubious.
introduction
Analogue assessment is defined as the manipulation of environmental events 
under experimental conditions with systematic observation of the target 
behaviour in each condition (Horner, 1994). It is distinct from functional 
assessment, a generic term for the attempt to identify variables that evoke or 
maintain challenging behaviour (Yarborough and Carr, 2000). Smith and Iwata 
(1997) state that the identification of the contingencies maintaining challenging 
behaviours is not possible unless environmental variables such as discriminative 
stimuli and consequences are experimentally manipulated. The implication is 
that other procedures that attempt to identify the contingencies maintaining 
challenging behaviours, such as informant assessment, direct observation or 
descriptive analysis are less than adequate. Yet while analogue assessment
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may be more grounded in scientific method, a number of critical issues in respect 
of its validity and applicability in routine clinical settings exist. Three types of 
validity are reviewed here. The major concern is ecological validity, the extent to 
which analogue assessment identifies relationships between variables that 
operate in the natural environment. The paper also the paper examines 
convergent validity; the extent to which the results of analogue assessment 
agree with other methods of functional assessment. Finally, the paper explores 
empirical validity, the extent to which interventions based on analogue 
assessment are effective. Since most studies indicate that analogue 
assessment require background functional assessments, analogue assessment 
must show that the interventions it prescribes are not only effective, but more 
effective than the results of interventions based on functional assessment alone. 
In addition, four factors that affect the clinical utility of analogue assessment are 
discussed: it is limited to a small number of clients, it can lead to a restricted 
range of intervention options, it is time-consuming and it raises ethical concerns.
Analogue assessment
The background to analogue assessment can be traced to the seminal work by 
Edward Carr (1977). Carr proposed that three independent contingencies may 
account for why some individuals with intellectual disabilities exhibit self-injurious 
behaviour (SIB): that self injurious behaviour is maintained by positive 
reinforcement in the form of contingent social attention, negative reinforcement in 
the form of escape from non-preferred activities, or sensory stimulation produced 
by behaviour (in the form of automatic reinforcement). In so doing, Carr made 
more tenable the notion that the precise function of challenging behaviours could 
be determined. To test the hypotheses that Carr presented, Iwata, Dorsey,
Slifer, Bauman & Richman (1982) exposed nine children with intellectual 
disabilities to each of four analogue conditions using an alternating treatments 
design (Barlow & Hayes, 1979). The social disapproval condition was designed 
to test the role of positive reinforcement. The experimenter sat opposite the child 
but ignored him or her by pretending to read. However, each incident of self­
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injury was followed by attention in the form of social disapproval. The escape 
condition was designed to test the role of negative reinforcement. The 
experimenter taught the child a task in which the child was likely to succeed only 
some of the time. Academic demands were withdrawn following each 
occurrence of self-injury. The alone condition in which the child was 
unaccompanied in a room with no stimulating objects was designed to identify 
the possible self-stimulatory nature of the behaviour. Finally, an unstructured play 
condition controlled for each of the three experimental conditions. There were 
materials with which to play, an experimenter present, and social approval 
contingent on 30 second periods with no behaviour. The four conditions were 
each implemented for 15 minutes and were rotated in blocks of four sessions 
yielding a total of 240 minutes of observation. The rates of the behaviour in each 
condition were converted to z-scores and these were represented as histograms. 
The graphs showed clear evidence for a single functional hypothesis in six of the 
nine children.
The methodology has since been used to analyse environmental variables that 
maintain other problem behaviours such as aggression (Lalli, Casey & Kates,
1997), teacher and peer attention (Northup, Broussard, Jones & George, 1995), 
food refusal (Munk & Repp, 1994) and facial tics (Malatesta, 1990). It has been 
developed as a more rapid method of assessment for use during routine clinical 
practice (Northup, Wacker, Sasso, Steege, et al, 1991; Derby, Wacker, Sasso, 
Steege, et al, 1992). In a major extension of the 1982 study, Iwata, Pace,
Dorsey, Zarcone et al (1994) reported on a series of 152 cases of treatment for 
self-injurious behaviour based on analogue assessment over an eleven year 
period. Iwata et al reported that 23% of the participants displayed attention- 
maintained SIB, 35.4% displayed escape maintained SIB and 25.7% displayed 
SIB consistent with the hypothesis that the behaviour was maintained by 
automatic reinforcement or by self-stimulation. Data indicated that approximately 
94% of the behaviours could be assigned to one of the three functions. Crucially, 
the interventions selected on the basis of analogue assessments were effective
on an average of 83% of applications.
An early criticism of analogue assessment was the possibility of contamination 
between the multitude of variables in a given analogue condition (Sturmey,
1995). For some subjects, the unstructured play condition could approximate a 
demand. For another subject, the quality of attention, the nature of the task or 
the way in which the task was requested could be the relevant variable.
However, this is the very advantage of analogue assessment. Because the 
variables hypothesised to evoke and maintain behaviour are experimentally 
manipulated, specific variables can be more conclusively identified as the ones 
that cause high frequencies of problem behaviours to occur. Richman and 
Hapogian (1999), for example, presented two studies in which it was necessary 
to modify the social attention condition to establish the specific quality of attention 
(i.e., tactile attention and exaggerated social attention) shown to maintain 
destructive behaviour. The Iwata et al (1994) survey of 152 case studies provides 
additional examples. These include extending the play condition to test for 
positive reinforcement through (1) a rich schedule of non-contingent attention, (2) 
play materials without experimenter attention and (3) food. Similarly, for some 
individuals the demand condition was extended to test for negative reinforcement 
through (1) escape from medical examinations, (2) self-care chores and (3) 
ambient noise.
Ecological validity
Ecological validity is defined as the extent to which analogue assessment 
identifies relationships between variables that operate in the natural environment. 
The first concern with analogue approaches is the possibility of artefactual 
results, i.e., that the behaviour observed in the analogue assessment is a result 
of the analogue assessment itself and not a reflection of contingencies operating 
in the natural environment where the challenging behaviour was likely to have 
been first observed.
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1. Adjustment to novel situation
One potential source of artifact is that, for many people with intellectual 
disabilities, the analogue assessment may represent a strange situation. It may 
elicit behaviours that are a function of the novelty of the situation, the presence of 
the instructor, and the video camera rather than a function of the analogue 
assessment condition. This may lead to an undifferentiated pattern of 
responding (if, for example, the person's behavior serves to communicate 
avoidance in all situations), or a differentiated pattern depending on the salience 
of specific features of the analogue situation. The concern here is that the pattern 
of responding observed may not reflect the contingencies that operate in the 
natural environment. On the face of it, this concern is plausible. For example, 
suppose an analogue assessment is conducted on someone with problems 
associated with autism. Descriptive analysis and an understanding of the 
characteristics associated with autism would predict with some confidence that 
the novelty associated with analogue assessment would be likely to elicit 
significant challenging behaviours. The person might exhibit challenging 
behaviours in the high demand situation, the social disapproval situation or in the 
control situation not because of the contingencies operating in those situations 
but because of their novelty and unpredictability.
In practice, clinicians may take steps to overcome the unpredictability of the 
situation. Indeed Smith, Iwata, Goh and Shore (1995) used a variant of the 
analogue assessment successfully to investigate the impact of novelty on 
behaviour. Another effective strategy for overcoming an alarmed response to the 
analogue assessment is to repeat each analogue condition until the baseline 
stabilises (Iwata et al, 1994). A further strategy is to conduct the analogue 
assessment in more naturalistic settings such as the classroom (Sasso, Cooper, 
Wacker, Berg, et al, 1992), in out-patient clinics with parents present (Cooper, 
Wacker, Sasso, Reimers & Donn, 1990), in multi-sensory rooms (Martin, Gaffan 
& Williams, 1999) or in the family home (Wacker, Berg, Harding, Derby et al,
1998). In one study, Paisey, Whitney and Hislop (1991) conducted analogue
observations during mealtimes with regular staff, and commented on increased 
benefits in terms of ecological validity and less disruption to the participants.
2. Carry-over effects
A second source of artifact is the possibility of carry-over effects, which 
McGonigle, Rojahn, Dixon and Strain (1987) term multiple-treatment interference 
effects. Here, the contingency in one session 'spills over* to the subsequent 
session despite antecedents and reinforcement being removed. For example, a 
subject may continue to self injure to elicit social attention, as an extinction burst, 
or by not differentiating between the contingent attention provided in social 
disapproval and the contingent attention provided in the removal of tasks or 
demands. One way of overcoming this difficulty is to examine within-session 
response patterns on a minute by minute basis to see if there are extinction 
bursts at the start of intervals or deceleration in behaviour as the interval 
progresses (Vollmer, Iwata, Zarcone, Smith & Mazaleski, 1993). However, within 
session analysis does not always yield differentiated results (Kahng & Iwata,
1999), and individual variation in the rate of extinction or in the speed with which 
a contingency is contacted may render analysis of within session response 
patterns too complex to interpret. Other strategies for overcoming carry-over 
effects are to alter systematically the order of presentation of conditions, to leave 
longer gaps between conditions, to provide clear discriminative stimuli to signal 
new conditions and to employ continuous reversal designs in order to exaggerate 
the carry-over effect. The Iwata et al (1994) successfully used each of these 
strategies to identify the functions of challenging behaviours.
3. Short duration o f analogue sessions
Lennox and Miltonberger (1989) pointed out that many people with severe and 
profound intellectual disabilities may require much more than 15 minutes before 
contacting the relevant contingency. For example, behaviour that is maintained 
by attention in the natural setting on a VI 30 minutes schedule of reinforcement is 
unlikely to occur at a high rate during 15 minutes in the alone condition. Clearly,
analysis of within session patterns would be redundant in this instance. The 
extinction effect required for accurate identification of behaviour maintained by 
attention would not be observed. The solution here would be to provide longer 
conditions so that contingencies can be contacted.
4. New learning
A fourth potential source of artifact in analogue assessment is the fact that there 
may be patterns of change in the rate of behaviour within a session that may 
indicate learning about or adjustment to the situation. Repeated exposure to the 
same condition may result in new learning, by imposing a new contingency on a 
behaviour that is already likely to occur. This would bring the response under the 
control of the new contingency (Mace, Lalli & Pinter-Lalli, 1991) even if the 
behaviour is not maintained by that contingency in the person's natural 
environment. Equally, the analogue condition may produce satiation effects for 
some individuals that are not replicated in the natural environment. For example, 
a individual may actually cease attention-maintained behaviour in the social 
disapproval condition if sufficient attention has been signaled or received.
Vollmer and Iwata (1991) found that even brief exposure to a given stimulus may 
diminish its value as a potential reinforcer. For one subject in their study, Donny, 
a stimulus functioning as a positive reinforcer became an aversive event within 
15 minutes. In analogue assessment, reinforcers are delivered on a high fixed 
ratio schedule of reinforcement (FR 1), a schedule that is known to maximise the 
likelihood of new learning. However, high rate behaviours are more likely to be 
maintained by thin, intermittent schedules of reinforcement, and these are the 
schedules that are known to predominantly prevail in residential settings for 
people with intellectual disabilities (Felce, Saxby, DeKock, Repp, Ager &
Blunden, 1987).
5. Test-retest reliability
One of the strongest tests of internal validity is test-retest reliability. Yet at 
present, there are very few studies of test-retest reliability of analogue
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assessments. In one study, however, Martin et al (1999) reported low levels of 
test-retest reliability. They repeated analogue assessment on twenty-seven 
individuals over a sixteen week period. Using an objective z criterion method to 
ascribe function, the authors found an average rate of agreement of only 36% for 
analogue assessments conducted within the 16 week period. Poor rates of test- 
retest reliability were also found for analogue assessments conducted within one 
week and one month of each other, although the results varied depending on the 
method used for ascribing function. The authors are critical of the subjective 
method of interpretation of z scores used in the Iwata et al (1982, 1994) series of 
studies, in which a consensus about maintaining variables between four to ten 
observers based on visual inspection of the profile of z scores. Iwata et al (1994) 
do not document how consensus was reached.
6. Limited taxonomy o f functions
The taxonomy of functions pre-selected in analogue assessment methodology 
may too limited to reflect the myriad of independent variables operating in the 
natural setting (Carr, 1994). In the original format analogue assessment, 
hypotheses about the function of challenging behaviours are limited to three a- 
priori possibilities; that they are attention-seeking, escape motivated or a 
response to under-stimulation. The rich array of messages and functions that all 
human beings can and often need to express is not readily discernible through 
analogue methodology and it is ironic that a methodology that has its roots in 
ideographic assessment can become ossified into so reductionist an analysis of 
human behaviour. The sheer number of functions that may operate in the natural 
environment make extensive naturalistic observation and descriptive analysis 
necessary as a prerequisite to analogue assessment.
There is now a strong trend in the literature towards greater flexibility by 
modifying analogue baselines on a case by case basis to test individually-based 
hypotheses. Studies have demonstrated experimental control with variables such 
as predictability of events (Flannery & Horner, 1994), compliance with requests
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(Bowman, Fisher, Thompson & Piazza, 1997), meal schedule (Wacker, Harding, 
Cooper, Derby, et al, 1996) and novelty of tasks, duration of sessions and rate of 
task presentation (Smith, Iwata, Goh & Shore, 1995). However, a more detailed 
taxonomies of function, such as LaVigna and Donnellan's (1986) twenty-seven 
item taxonomy for describing the pragmatic intent of challenging behaviours, 
indicates that some practitioners have considered it necessary to expand the 
range of functions still further in order to select the appropriate functionally 
equivalent skill. The search for experimental control over all of the relevant 
potential independent variables in an analogue assessment can lead to an 
endless process of division and sub-division of analogue conditions which may 
become redundant in the light of the evidence provided from naturalistic 
observations. Further, when multiple controlling variables exist, a clear cause of 
behaviour may not be found with analogue assessment (Vollmer, Marcus & 
LeBlanc, 1994).
7. Biological setting events
One major potential source of complexity is the occurrence of private events that 
may affect the rate of a challenging behaviour. A powerful illustration of the 
highly ideographic nature of private events can be found in the convergence of 
themes in recent research on the aetiology of autism. The opioid excess theory 
of autism (Shattock & Savery, 1998) posits that many challenging behaviours 
associated with autism are associated with the release of endogenous opioids, 
producing a natural "high" for the individual. The problem behaviour is 
maintained by addiction to opioids that may be broken down, for example, from 
casein (in milk) and gluten (in wheat). These findings are significant in identifying 
not only etiological but also maintaining variables (e.g., casein and gluten 
ingestion). Sensitivity theory (Reiss & Havercamp, 1997, 1998, 1999) develops 
this criticism by contending that some challenging behaviours are caused by 
aberrant motivation, rather than a history of reinforcement or factors in the 
external environment. The term aberrant motivation refers to individual 
differences in the strength of reinforcers that may result in an individual
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manifesting an excessive desire for a reinforcer that is slow to satiate and quick 
to reassert itself. Individual differences such as these require detailed descriptive 
and informant methodologies (e.g., food diaries, medical examination, history of 
onset, increase and decrease of autistic variables) in order to identify the 
environmental events and learning histories of which they are a function. There is 
a trend in the literature towards including biological events such as sleep 
deprivation (Kennedy and Meyer, 1996) and otitis media (O’Reilly, 1997) in 
analogue designs. The point here is that extensive descriptive methodology is 
required before analogue studies such as these can be designed.
8. Non-linear relationships
A final factor affecting the ecological validity of inferences is the fact that 
functional relationships between independent variables and dependent variable 
may be non-linear. Factors such as overcrowding, environmental deprivation, 
characteristics of tasks and instructions, motivation, density of reinforcement, 
choice and predictability may act as establishing operations (Michael, 2000). An 
establishing operation is a process that momentarily alters the effectiveness of a 
stimulus as a reinforcer and evokes behaviour likely to produce that reinforcer. 
Establishing operations may be internal or external, recent or distal. There is 
now widespread agreement that the study of establishing operations is 
necessary to understand the impact of current context on analogue assessment 
outcomes and thereby generalise the results to natural situations. Evans (1985) 
and Owens and Ashcroft (1982) provide detailed case examples that illustrate 
these complex hierarchical responses and point out that interventions with 
behaviours lower down in a behavioural hierarchy would result in little or no 
change in the behavioural system. Sturmey (1995) presents a number of 
symptom models that illustrate a range of relations between super-ordinate and 
sub-ordinate variables. The point is that apparently simple functional 
relationships may be altered by a complex range of establishing operations and 
changes at an organismic level. Behaviour may never be in a steady state, rather 
it may change as the environment responds differentially to new response
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classes, splitting and merging old ones. The fact that analogue assessment can 
identify a functional relationship with one type of variable does not mean that this 
variable is has any pre-eminent status in the long term maintenance of 
behavioural change. However, this criticism may also be applied to other 
functional assessment methodologies.
Convergent validity
Comparisons of descriptive and experimental analyses of function to date have 
led to mixed results. Some studies have reported a convergence between 
different methods in accurately identifying function (e.g., Dunlap, Kern-Dunlap, 
Clarke & Robbins, 1991; Sasso et al., 1992), while others have not (e.g., Mace & 
Lalli, 1991). Lerman and Iwata (1993) found that the results of descriptive 
analysis compared poorly with those of analogue assessment. They report that 
descriptive analysis did not yield consistent results and concluded that 
descriptive analysis may be neither necessary nor sufficient for identifying 
reinforcers for challenging behaviour. This study can be criticised for using a 
very weak correlational model of descriptive analysis, which bears no relation to 
the comprehensive, multi-contextual analysis such as that advocated by Willis 
and LaVigna (1996). The fact that descriptive methods led to inconsistent 
findings in the Lerman and Iwata study may not be a weakness of descriptive 
methodology, but rather a virtue. Lerman and Iwata found that consistency was 
uncharacteristic of variables operating in the natural environment. They reported 
that staff implemented training programmes inconsistently, that activity schedules 
changed often, that staff members responded differently to the same person's 
SIB, and responses to SIB varied from day to day. The resulting descriptive data 
may appear ambiguous and confusing, and it is understandable that the clinician 
might wish to retreat to the controlled comfort of the analogue condition. But a 
thorough description of the natural environment, with all its shortcomings and 
variability, may be the only way to ensure that a recommended intervention will 
be effective there.
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Using a more sophisticated form of functional assessment, (the Functional 
Assessment Interview Form; O’Neill, et al, 1997), Yarbrough and Carr (2000) 
found that hypotheses generated from informant assessment about variables 
likely to produce high rates of challenging behaviour were validated by 
subsequent analogue assessment. In contrast, hypotheses developed about 
variables rated by informants as less likely to evoke challenging behaviours were 
not validated. It may be that informant assessment leads to a greater number of 
functional hypotheses, thereby increasing the risk of false positives.
Toogood and Timlin (1996) compared three methodologies of functional 
assessment (analogue assessment, direct observation and informant / indirect 
assessment). Overall agreement on the identification of same function or 
agreement on uninterpretable findings occurred for only 4% of the 121 
behaviours assessed. Toogood and Timlin were able to identify a function using 
analogue assessment in only 41% of cases. This result is corroborated by 
Martin, et al (1999), who were only able to identify function in between 32% and 
58% of cases, depending on the criterion for ascribing function used. These 
figures compare with a 94% identification rate in Iwata's sample (Iwata et al., 
1994). The authors found that different methods of interpreting the results of 
analogue assessment lead to different conclusions about function. The failure to 
find convergence between results of analogue assessment and those of other 
methodologies is not by itself an indictment of analogue methodologies, but the 
failure to find correspondence between different methods of interpreting the 
same analogue assessment points to a more serious deficiency in the 
methodology.
Empirical validity
Empirical validity refers to the efficacy of interventions based upon the results of 
observed analogue assessment. At first sight, results are extremely impressive. 
Iwata et al, (1994), in their survey of interventions based on analogue
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assessments with 152 individuals, report an effectiveness rate of 84% of 
antecedent control procedures when applied, 87% of extinction procedures and 
82% of differential reinforcement procedures when applied. Their criterion for 
effectiveness is very stringent; a reduction to 10% of baseline rates of behaviour. 
However, there is a substantial methodological difficulty with the use of this 
criterion. Baseline is considered to be the condition during assessment in which 
the function of the behaviour was demonstrated. In other words, if the behaviour 
is found to be maintained by social attention, the social attention condition is 
taken as the baseline condition. However, the rate of behaviour in the baseline 
condition is likely to be biased by the fact that each test condition contains three 
elements to deliberately maximise the rate of the behaviour: (a) an establishing 
operation selected to increase the salience of a reinforcer (b) at least one 
discriminative stimulus correlated with reinforcement (c) a reinforcement 
contingency on an FR1 schedule. For valid comparison with baseline, 
intervention data would require all three elements in a reversal (ABA) design 
(Barlow and Hayes, 1979). This would involve a return to reinforcing the 
behaviour on FR1 schedule, rather than the differential reinforcement of 
functionally equivalent responding condition common to most intervention 
studies. More importantly, the positive treatment effects demonstrated are 
frequently limited to the analogue conditions, and generalisation to the natural 
setting or maintenance over time are rarely demonstrated.
There have been many empirical illustrations of the effectiveness of interventions 
derived from analogue assessment (e.g. Carr & Durand, 1985; Wacker, Steege, 
Northup, Sasso, et al, 1991; Durand & Carr, 1991). Interventions based on 
analogue assessment can be experimentally demonstrated to be more effective 
than interventions contra-indicated by functional analysis. Similarly meta­
analyses continue to attest to the relative effectiveness of studies which deploy a 
functional analysis or functional assessment over studies which do not (e.g. 
Dridden, Duker and Korzilius, 1997). However, none of these studies 
demonstrate the incremental or specific effectiveness of interventions that derive
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from analogue assessment as opposed to assessments that drive from other 
forms of functional assessment such as scatterplot analysis (Touchette 
McDonald and Langer, 1985) or informant assessment (O’Neill, Horner, Albin, 
Sprague etal, 1997).
Clinical utility
Four factors affect the utility of analogue assessment in routine clinical settings:
1. The method is only useful in a very small proportion of the population of 
people with severe challenging behaviours, i.e., the group that are likely to 
show aggressive or self-injurious behaviours at least several times in a 15 
minute observation period. McClean and Walsh, (1995) in a survey of the 
rates of challenging behaviours across two health authorities found that only 
5% of people with aggressive behaviours were rated as showing their 
behaviour on an hourly basis. Other surveys of the rates and severity of 
challenging behaviours have reported similar findings (e.g., Harris, 1991, 
Oliver, Murphy & Corbett, 1987). This leaves a majority of people with severe 
challenging behaviours for whom the analogue assessment method is 
unsuitable.
2. Analogue assessment may predispose the clinician to a restricted range of 
treatment options. Essentially, analogue assessment is a study of aberrant 
contingencies, and therefore may predispose the clinician to contingency- 
based interventions. The clinician may therefore omit aberrant environments 
as a possible cause. For example, suppose that a person engages in a 
particular behaviour to escape from demands in the analogue assessment 
condition. This may lead to an attempt to weaken the maintaining response- 
reinforcer relationship, for example applying water-mist as a punishment 
(Iwata et al, 1994) or continuation of instruction (Mace, Browder & Lin, 1987) 
or guided compliance (Repp, Felce & Barton, 1988) as extinction procedures. 
The escape-motivated conclusion is different from knowing the features of
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requests, tasks, styles and circumstances of requesting that make the 
performance of a requested activity more likely. In practice, because 
analogue assessment is combined with a range of naturalistic observation 
methods and informant assessment, antecedent events are better 
understood, and escape-motivated behaviour may be treated with a much 
wider range of antecedent control procedures. These include (a) removing 
demands (e.g., Touchette et al, 1985), (b) altering tasks (Dunlap et al, 1991), 
or with (c) stimulus satiation in the form of non-contingent application of 
escape (Vollmer, Marcus & Ringdahl, 1995). Other options include (d) 
interspersing high preference tasks with lower preference ones (Horner, Day, 
Sprague, O’Brien & Heathfield, 1991), (e) graded exposure to demands (e.g., 
Pace, Iwata, Cowdery, Andree & McIntyre, 1993), (f) reinforcing compliance to 
tasks that have a high probability of compliance to build a behavioural 
momentum of compliance to non-preferred tasks (Nelson 1988) and (g) 
differentially reinforcing a functionally equivalent skill (Carr & Durand, 1985).
3. The procedure is time-consuming. Wacker and his colleagues have
developed an abbreviated method of analysis that they hoped would be more 
efficient for use in routine clinical settings (Northup et al, 1991). However, 
they succeeded in identifying a function in only two thirds of cases because of 
the lower number of data points elicited (Derby et al., 1992). Each of four 
analogue conditions is analysed only once and within-session response 
patterns are analysed on a minute by minute basis to see if there are 
extinction bursts at the start of intervals. However, Kahng and Iwata (1999) 
found that brief analogue assessment and analysis of within-session patterns 
of initial sessions correspond with the results of full analogue assessment in 
only 66% and 68% of cases respectively, a low result given that only four 
different conclusions are possible. Brief analogue assessment yielded a high 
rate of false positive findings and within session analysis yielded a high rate 
of false negative conclusions compared with the results of full analogue 
assessments. It has been argued that a comprehensive descriptive analysis
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is at least as time-consuming as full analogue assessment, and this is 
certainly true, but if naturalistic observations are required prior to analogue 
assessment, the task for advocates of analogue assessment is to 
demonstrate the additional utility of that procedure.
4. Analogue assessments require the deliberate and repeated evoking of 
challenging behaviours in order to be meaningful, and this prompts concern 
about the ethics of the procedure. Repp (1994) noted that school 
administrators were often unwilling to allow experimental assessments that 
explicitly set the occasion for high rates of problem behaviours. Iwata et al., 
(1994) report that in the analogue assessments of 152 individuals, on 
"numerous occasions" subject's SIB produced wounds such as contusions 
and lacerations that required either no treatment or minor wound care such as 
cleaning or topical dressing. The degree of risk to which these subjects are 
exposed may be no greater than that to which they are exposed in their 
natural environment, and the human protection controls imposed are a model 
of rigour. But the question remains whether it is ethical for one person to 
knowingly set the occasion for high rates of self-injury or other challenging 
behaviours to occur in another.
Conclusion
Analogue assessment has dominated the published literature on intervention for 
people with intellectual disabilities in the last 20 years. At the very least, it has 
re-focused attention on the analytic component of applied behaviour analysis as 
opposed to the technology-driven methodology for which behaviour modification 
was much mollified. This review has found that analogue assessment has 
developed in sophistication to overcome many concerns about the ecological 
validity of its findings. Specifically, by combining strategies such as alternating 
the order of conditions, leaving gaps between conditions, sub-dividing conditions 
to separate contaminating variables, analysing behavioural changes within
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conditions, repeating conditions until behaviours stabilise and systematically 
reversing conditions, many of the possible sources of artifact can be eliminated. 
The possibility of new learning remains problematic, and when combined with the 
failure to demonstrate test-retest reliability, concerns over ecological validity 
remain. The results of analogue assessment are not consistent with results 
drawn from other methodologies, and if there are concerns about the ecological 
validity of analogue findings these cannot be held de facto to be superior. 
Outcome studies in applied settings tend to validate functionally equivalent skills 
teaching rather than analogue -based interventions per se, and so the 
incremental empirical advantage of analogue assessment over other methods of 
assessment is not demonstrated. Finally, analogue assessment may never 
achieve widespread use in clinical practice. Ultimately, the ethical dilemma 
posed by the artificial imposition of conditions hypothesised to evoke challenging 
behaviour may mean that analogue assessment may never achieve the 
contextual fit required for long term use by clinicians.
One implication of the literature on analogue assessment is, paradoxically, that 
there is a need to develop a comprehensive methodology for descriptive analysis 
in order to understand the myriad of functions to which challenging behaviour can 
be allocated by people with communicational disabilities. At a minimum, this 
should combine cognitive, communicational, ecological, and medical information 
with operational definition, historical analysis, antecedent analysis for the 
occurrence and non-occurrence of behaviours, consequence analysis, 
motivational analysis, hypothesis development and systematic direct observation 
to confirm the hypothesis. With this rich contextual information, behaviour 
analysis can begin to focus on improving other aspects of the person's life such 
as making friends, acquiring employment, developing leisure interests. These 
efforts lead to people living in environments that support prosocial behaviour, and 
may well be the most effective way to sustain changes in challenging behaviour.
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Functional assessment and the construction of reciprocity 
Abstract
Despite its earlier promise, functional assessment has not delivered a 
constructive, non-aversive methodology in the field of intellectual disability. This 
paper analyses the continued use of aversive interventions in terms of a 
divergence between scientific and folk explanations of behaviour. By 
understanding how people explain behaviour, psychology can achieve a better fit 
between its recommendations for intervention and the culture in which those 
interventions are implemented. This paper looks to attribution theory to 
understand how people explain behaviour. When challenging behaviours are 
explained intentionally, the balance of social equity between staff and client is 
disturbed, and the occasion is set for aversive intervention. A functional 
assessment that engages staff in a cause-based understanding of challenging 
behaviour restores reciprocity in the staff-client relationship, and may therefore 
be therapeutic.
Introduction
In 1982, two seminal papers were produced on functional analysis. The first, 
written within the behavioural tradition, described functional analysis as a multiple 
baseline methodology for demonstrating experimentally the functional relationships 
between self-injury and a set of variables which may control self-injury (Iwata, 
Dorsey, Slifer, Bauman, & Richman, 1982). This has evolved over the years to 
become the method of choice in the assessment of challenging behaviour (Pelios, 
Morren, Tesch, & Axelrod 1999). A second paper, produced by Owens and 
Ashcroft (1982), explored the theoretical background to functional analysis^ in 
psychology, and identified a number of features of the functional approach which 
held out the possibility of a new rapprochement between disparate schools within 
clinical psychology. Here, function is used in the systems theory sense; functional
 ^ Although both papers used the term functional analysis to describe their methodologies, the term 
has evolved to refer specifically to the experimental or analogue methodology espoused by Iwata. In 
the present paper, functional assessment will be used as a generic term for any assessment of the 
factors that that evoke or maintain the occurrence or non-occurrence of challenging behaviour.
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analysis is the attempt to explain some phenomenon with regard to the function it 
serves for the system. A functionalist psychology is distinct because;
■ Clinical problems may be classified on the basis of their underlying function 
rather than their topographical similarity
■ Clinically relevant information may be classified on the basis of it empirically 
demonstrated covariance with the behaviour, rather than being determined a 
priori on the basis of a particular psychological theory
■ Selection of intervention strategies will be determined by the assessment of 
the function of the behaviour for the individual rather than the person’s 
membership of some diagnostic group or taxonomy.
The implication of Owens and Ashcroft is that a functionalist psychology is highly 
complex and specific to the individual. Consequently intervention is complex, 
ideographic, and will involve a combination of several intervention strategies aimed 
at dealing simultaneously with a whole range of variables and processes 
contributing to the problem. Perhaps because of this inherent complexity, Owens 
and Ashcroft’s call for a more ideographic approach to assessment has not been 
taken up. The thesis of the present account is that there are distinct advantages to 
the latter approach. Specifically, by assessing a more comprehensive range of 
variables that may evoke and maintain challenging behaviours in a given system, 
psychologists may achieve a better contextual fit between its explanations of 
behaviour and the factors that determine consistent and sustained adherence to 
behaviour intervention strategies by care-givers.
Functional assessment has been associated with four major advantages in the 
field of behavioural support for people with challenging behaviours;
1. It has led to significant refinements in the interventions used to support people 
with challenging behaviours. The improvement in the effectiveness of 
interventions selected on the basis of functional assessment has been 
supported in meta-analyses of the outcome studies on the treatment of 
challenging behaviours (e.g. Scotti, Ujcich, Weigle, Holland & Kirk, 1996; 
Dridden, Duker and Korzilius, 1997).
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2. The development of functional assessment methodologies is correlated with a 
renewed interest in new and innovative approaches to behavioural change, 
many of which are non-aversive. In particular, there has been a growth of 
interest in teaching or differentially reinforcing alternative responses which are 
functionally equivalent to challenging behaviours.
3. With the experimental demonstration of the function of challenging behaviours, 
the idea that all challenging behaviours serve some function or purpose for the 
individual has gained widespread theoretical and empirical acceptance. The 
prevailing Zeitgeist is a new sense of the legitimacy of the communicative 
messages of challenging behaviours. For example, if functional assessment 
hypothesises that a challenging behaviour is escape-motivated, the implication 
is that demands or requests that lead to challenging behaviour should be 
examined for their aversive potential, and subsequently be adapted or removed 
as a matter of the rights and dignity of the individual. Functional assessment 
therefore promises a more widespread use of non-aversive approaches to 
people with challenging behaviours (Axelrod, 1987; Durand, 1987).
4. Functional assessment has changed the process by which interventions are 
selected. A tenet of functional assessment is that the ineffectiveness of some 
interventions are due to a mismatch between operant function and intervention 
(Repp, Singh, Olinger & Olson, 1990; Iwata et al, 1994). The rationale of 
matching a particular intervention to the assessed function of the behaviour of a 
given individual should replace the rationale of resorting to more restrictive 
interventions when initial intervention efforts fail.
In summary, if a problem behaviour can be shown to serve a function for the 
individual, then the rubric of intervention selection is to teach a functionally 
equivalent skill, defined as a alternative and more effective means by which the 
person can achieve the function of the challenging behaviour (LaVigna and 
Donnellan, 1986; Bird, Dores, Moniz, and Robinson, 1989). The promise of 
functional assessment is substantial; improved intervention selection, an increase 
in non-aversive intervention, an increase in functionally equivalent skills teaching 
and more individualised support plans.
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Functional assessment in applied settings
The promise of non-aversive, constructive, individualised support plans has not 
been demonstrated adequately in applied settings. Primarily, functional 
assessment has not been associated with a predominance of constructive, non- 
aversive procedures. In Iwata, Pace, Dorsey, Zarcone et al's (1994) survey of 152 
people treated on the basis of analogue assessments, extinction or punishment 
procedures accounted for 34% of all interventions. Pelios et al (1999) noted a 
sharp increase in the use of reinforcement based procedures since 1989, and 
concluded that pre-intervention functional assessment significantly increased the 
likelihood that a reinforcement based procedure would be used rather than a 
punitive one. However, the Pelios study can be criticised sharply for grouping 
extinction, an aversive procedure involving the withholding of reinforcement, with 
differential reinforcement strategies. Hile and Derochers (1993) also found a sharp 
increase in the use of functional assessment methodologies. In a review of 45 
studies in which functional assessment was used, 67% still reported the use of 
intrusive or aversive interventions. Studies that used a functional assessment 
were as likely to employ aversive interventions as those that did not. They put 
foHA/ard three possible reasons that may account for this result.
1. Clinicians may select interventions based on arbitrary pre-assessment biases 
rather than on the results of the assessment. Bus and Kruizenga (1989) for 
example found treatment selection predispositions even in experienced 
clinicians.
2. Intrusive interventions may be selected to temporarily control challenging 
behaviour in order to allow for its subsequent replacement with a functionally 
equivalent skill.
3. The methodology of functional assessment may have been inadequate to 
identify the relevant controlling variables or to translate them into effective 
behavioural interventions. Evidence that functional analysis may lack internal 
validity, ecological validity, convergent reliability, and test-retest reliability is 
reviewed elsewhere in this thesis.
More importantly, perhaps, functional assessment has not been associated with 
widespread demonstration of effective and sustained implementation of the 
interventions in applied settings (Noell, Witt, LaFleur, Mortenson, Ranier and
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LeVelle, 2000). The success of an intervention is dependent not only on the 
integrity with which it has been derived from accurate functional assessment but 
also on the consistency with which it is applied by care-givers (Allen and Warzak, 
2000). There is a wealth of research on the design of interventions, but a relative 
dearth of research on the factors that sustain their consistent implementation 
(Ager, 1991). According to Albin, Lucyshyn, Horner and Flannery (1996) it is 
essential to understand the “contextual fit” or compatibility that exists between the 
intervention and the variables relating to the individual and the environment. When 
contextual fit is good, a support plan is consistent with the values and skills of key 
stakeholders and is readily sustainable given the resources and constraints of the 
environment where it is implemented. Stakeholders are (i) comfortable with the 
goals driving the plan, (ii) perceive that they have the skills and resources to 
perform the interventions in the face of any competing demands and (iii) view the 
plan as having a high likelihood of success.
One compelling reason, then, why functional assessment may not be associated 
with a reduction in intrusive intervention is that the resultant recommendations may 
not “fit” into staff culture; the set of rules and expectations that guide the staff’s 
implementation of interventions. The staff who work with people with challenging 
behaviours are the linchpin of the intervention process and yet until recently little 
attention has been given to the analysis of staff behaviour in response to 
challenging behaviour. Functional assessment typically shows that many 
challenging behaviours are mediated by social reinforcement. In Derby et al’s 
(1992) summary of 79 cases of functional assessment, 72% of challenging 
behaviours were found to be mediated by social reinforcement. However, staff 
almost always report that they initiate some kind of reaction to challenging 
behaviour, most notably verbal reprimand or physical restraint (Bruininks, Hill and 
Morreau, 1988), responses which may be expected to provide unwitting social 
reinforcement for the behaviour. In other words, challenging behaviour is stressful 
and aversive for staff (Quine and Pahl, 1985). By delivering reinforcement, the 
adult’s reactive strategies may momentarily halt the behaviour, but paradoxically 
these reactions serve to strengthen it in the long term, particularly if the 
reinforcement is delivered intermittently. Carr and colleagues (Carr, Taylor & 
Robinson, 1991; Taylor and Carr, 1992) confirmed this by studying adults with no
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prior experience of challenging behaviour. Within 20 minutes, novices were 
avoiding giving demands to children whose behaviour was escape motivated and 
gave attention to children who’s behaviour was attention seeking. Oliver (1993) 
proposes a model for how these carer-responses to challenging behaviours are 
self-reinforcing. The challenging behaviour of the client is the setting event for an 
aversive response by the care-giver; the behaviour reduces in the short term, 
providing powerful negative reinforcement for the staff’s behaviour. Hastings and 
Remington (1994) develop this model to theorise that staff may generate their own 
rules or explanations of the factors that evoke or inhibit behaviours. They argue 
that these self-generated rules are reinforced by tracking (Zettle and Hayes, 1982), 
and may be more powerful than the rules generated by functional assessment. 
Thus in order to understand why care-givers may respond aversively to 
challenging behaviour, we need to understand how care-giver explanations of 
behaviour are generated.
Attribution theory
Heideris (1958) attribution theory is a theory about how people explain events in 
the outside world to themselves, and therefore provides a rich insight into how staff 
or parent understanding of behaviour can diverge from the explanations offered by 
functional assessment. Attribution theory is frequently accused of mentalism by 
behaviour analysts (e.g. Guerin, 1991), but attributions, like rules, are merely 
verbal behaviours that describe contingencies between behaviour and 
environmental events (Skinner, 1957).
Attribution theory holds that, when observing behaviour, people use a number of 
ad hoc biases to explain or explain away the observed data. The primary bias is 
known as the fundamental attribution error. This refers to the tendency of the 
observer to underestimate the significance of contextual factors and overestimate 
the significance of dispositional factors as causes of behaviour. For example, a 
staff member may attribute the cause of behaviour to the personality of the 
individual (“He’s lazy”) or to intra-psychic factors such (“She is looking for 
attention”). By personalising the cause of challenging behaviour, the environment
-28-
is reprieved of any responsibility for the occurrence of the behaviour, and so the 
focus of the behaviour is the individual.
Functional assessment in psychology may serve to redress the fundamental 
attribution error. Iwata et al’s (1982, 1994) seminal demonstrations that self injury 
can serve the function of gaining attention, self stimulation or of removing aversive 
demands has led to a relatively narrow focus on interventions that change the 
aberrant contingency. However, it is equally plausible to interpret the Iwata et al 
studies as a severe indictment of the environments in which people with 
challenging behaviours are routinely placed; environments in which care-giver 
attention is at a premium; in which activities and requests are routinely aversive, 
unrewarding or associated with failure; and environments that are so barren and 
under-stimulating that self-injury is selected as a form of self-stimulation. The 
latter interpretation is supported by a series of observational studies of staff 
working in natural settings with people with severe intellectual disabilities (e.g. 
Felce, Saxby, DeKock, and Repp, 1987, 1987, Hile & Walbran, 1991). These 
studies show that staff spend an extremely low proportion of their time giving 
attention to clients. Within this overall context of disregard, challenging behaviours 
receive more contact from staff than non-challenging behaviours.
A second feature of folk explanations of behaviour is actor - observer divergence. 
This states that people attribute their own actions to situations but attribute the 
same actions of others to the other person’s disposition. Thus a staff member will 
attribute her own loss of temper to the situation that provoked her. But the same 
staff member observing a client losing her temper will attribute it to the client’s 
disposition. The client’s outburst is more likely to be labelled “challenging” rather 
than a reasonable response to a frustrating situation. This is supported by 
Rudolph, Lakin, Oslund and Larson (1998), among others, who found that specific 
topographies of challenging behaviour (i.e. self -  injury, aggression) are more 
likely to result in referral to specialists for intervention than other behaviours (e.g. 
withdrawal, self-stimulation). In effect, staff play a pivotal role in determining what 
behaviour is labelled as challenging and what is not.
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A third bias is termed hedonic relevance; this is the tendency to see behaviours 
that have affective consequences for the observer as more dispositional than other 
behaviours. Thus if a staff member finds some behaviours upsetting or 
objectionable, then he or she is more likely to attribute this behaviour to the 
disposition of the person. Thus a client who breaks a television will be held more 
responsible for an act than a client who breaks a plate.
Taking these findings together, attribution theory provides a coherent analysis of 
how staff or parent explanations of behaviour might diverge from scientific 
explanations of behaviour. However, attribution theory falls short of explaining how 
different patterns of attribution might lead to different patterns of staff response. If 
a staff member attributes a behaviour to a situational cause, it is clear how the staff 
member might be disposed to act to rectify the source of the problem, for example 
by altering the antecedents. But if the behaviour is attributed to a personal cause, 
would the staff member be more likely to implement a constructive intervention like 
differential reinforcement or functionally equivalent skills building, or more likely to 
implement an aversive intervention?
The reason for this shortcoming, and a major indictment of attribution theory (e.g. 
Buss, 1978,1979), is that it does not distinguish between reason explanations and 
cause explanations of behaviour, and therefore omits the fact that most people 
anticipate and judge the behaviour of others by referring to the intention of the 
actor. Originally, Heider (1958) did distinguish between personal or intentional 
causality and impersonal causality. But this became overshadowed by the 
distinction between person explanations and situation explanations. Heider 
equated personal causality with person attributions and impersonal causality with 
situation attributions. Person attributions may be reason explanations (e.g. John 
hit Mary because he wanted attention) or cause explanations {John hit Mary 
because he was frightened), but in Heideris later writing, and in subsequent 
development of attribution theory, the distinction between reason explanations of 
intentional behaviour and cause explanations of unintentional behaviour was lost in 
the collapsed into the simpler category of person attributions. This is contrary to a 
modem philosophy of action (Searle, 1983) which describes intentions as 
mediating between reasons and actions. And as Malle (1999) argues, the
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distinction is also contrary to folk psychology and the soc/a/fact that people 
frequently refer to intentionality when explaining behaviour.
Malle (1999) demonstrated empirically that people do distinguish between cause 
and reason explanations, and that behaviours that are explained by causes are 
rated as unintentional, whereas behaviours explained by reasons are rated as 
intentional. Studies show that children gradually acquire the concepts of desire and 
belief between the ages of 2 and 4 (Bartsch and Wellman, 1989), and that the 
distinction is a critical one in understanding how children and adults judge the 
appropriateness of what others do. Cause explanations, through their signalling of 
unintentionality, keep praise or blame low, whereas reason explanations foster 
praise or blame via assumptions of agency and responsibility (Shaver, 1985; 
Weiner, 1995). Thus, the challenging behaviour of a person with intellectual 
disabilities might easily be explained in terms of personal causes (e.g. tiredness, 
low IQ, or psychiatric condition) which might mitigate the person from responsibility 
for their actions, and therefore reduce blame. Or the challenging behaviour may be 
explained in terms of reasons (e.g. John hit Mary because he wanted her to be 
quiet (desire), because he knew she would run to her room (belief), because he’s 
used to getting his own way (causal history of reasons); or because he is stronger 
than her (enabling factor). In each case, the responsibility for the action is 
attributed to John, not to his environment and a punitive response may be more 
likely.
McClean and Ryan (1995) used a discriminant function analysis to identify factors 
that best predict staff use of aversive intervention for responding to people with 
challenging behaviours. The study examined incidence analysis sheets (Willis and 
LaVigna, 1992) and, contrary to hypothesis, found that aversive strategies were as 
likely to be used in community settings as in large residential centres. Aversive 
interventions were also as likely to be implemented by experienced staff as by 
inexperienced staff. Only two factors discriminated between incidents in which 
aversive interventions were used and incidents in which non-aversive interventions 
were used; (a) whether the client was in receipt of psychotropic medication and (b) 
client IQ. Clients who were in receipt of psychotropic medication, and clients who 
are perceived as having a lower level of intellectual functioning were more likely to
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receive non-aversive staff responses. The authors speculated that the selection of 
aversive responses is mediated by staff members attribution of intentionality; 
clients with low IQ or clients who are in receipt of medication for the treatment of a 
psychiatric illness are attributed less intentionality or responsibility for their actions, 
and therefore aversive responses are not selected.
Constructed Reciprocity
The implication of attribution theory is that care-givers evolve their own 
explanations of why a given challenging behaviour is exhibited., that these , are 
already powerfully associated with specific patterns of responding. Specifically, 
care-givers may be more likely to make intentional attributions of challenging 
behaviours rather than cause based attributions because of fundamental 
attribution error, actor-observer divergence, the emotional impact that challenging 
behaviours have and the history of similar behaviours by the actor. This may 
predispose them to patterns of response to challenging behaviour that may be at 
odds with the patterns of response prescribed by functional assessment.
The importance of attributions of intentionality in the care-giving system was 
demonstrated by Neufield and Harrison (1995). They interviewed 20 women 
caring for older persons with cognitive impairment and 20 mothers of premature 
infants. Three or four interviews were carried out with each care-giver over an 18 
month period and information was sought regarding caregivers perceptions of 
reciprocity in the caregiver relationship and in other relationships. Reciprocity was 
defined as the “bi-directional exchange of valued resources between individuals.” 
The authors reported a contrast between the reciprocity found in relationships with 
friends and family and the reciprocity with the care recipient. In relationships with 
friends and family members, the women described reciprocity as a “give and take”, 
that involved balancing the amount or kind of assistance exchanged. As 
reciprocity was considered by the women to be essential to maintaining 
relationships with members of their social network, the women constantly 
monitored the give and take. When balance was achieved, the repeated give and 
take had several advantages. The reciprocal relationships became compatible
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and more committed, the women expressed improved self-esteem and they found 
it easier to ask for assistance in the task of care-giving.
However, care-givers were unable to establish the same kind of reciprocity with 
care-recipients due to the characteristics of the care recipients, all of whom were 
non-verbal. Nonetheless, reciprocity was just as important in these relationships. 
Instead, caregivers established a “constructed reciprocity” through two different 
channels. The first of these was observation of the current behaviour of the 
person. Particular attention was given to observations of non-verbal behaviours. 
Caregivers had lower expectations for clear responses and labelled many 
ambiguous responsive interactions as supportive ones. Subtle and distinct cues 
were observed from ambiguous, limited and confusing communication and 
interpreted to be intentional and supportive to the care-giver. The second channel 
involved altering the time frame in which reciprocity was assessed. The care-giver 
could wait, wait for the infant to mature or for good days when the elderly parent 
would recognise them or recall a past experience. Or the caregiver could 
remember, remember how the infant had been in previous weeks or remember a 
time when roles were reversed and the elderly parent had cared for them. While 
waiting was an important channel for constructing reciprocity with the premature 
infants, remembering was much more important to the relationships with elderly 
parents. However, if the main memory was of conflict or lack of support, then 
constructed reciprocity was impossible or very difficult.
One way of explaining this is with social equity theory (Buunk and Hoorens, 1992). 
This theory views relationships as consisting of an exchange in benefits between 
social partners. These exchanges are governed by a norm of equity; that is, a 
benefit is given in the expectation of a benefit returned. Put simply, relationships 
survive when there is a perception of equitable give and take. If there is no actual 
equity, and reciprocity is not constructed, the relationship suffers. The parent- 
infant relationship provides ample evidence of the contribution of attributions of 
intentionality to the sense of equity. Kaye (1982) describes the parent-infant 
system as an apprenticeship, which is successful because parents over-attribute 
intentionality to the behaviour of their children. Signs of physiological state; hunger 
and pain cries, even the movements of the unborn child, are interpreted as //they
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were signs of intention to do something -  to eat, to escape, to sleep. The parent 
treats the child as a more mature partner than he or she really is. Mothers and 
fathers attribute more specific intentionality, more elaborated plans, more accurate 
memory, more subtlety of affect than can ever be demonstrated objectively. Even 
behaviours such as crying, shouting or hitting can be attributed meaning by 
parents, and can therefore exchanged for comfort or food or play. It is ironic that 
these are the very behaviours that, when exhibited by adults with intellectual 
disabilities, are regarded by care-givers as most unacceptable and in need of 
remediation (Rudolph et al, 1998).
The benefits of caring are vicarious; financial, social support, praise, esteem, client 
change and development. However, social equity theory predicts that a 
disturbance in the care-giver s perception of equity leads to distress, which may 
manifest itself as negative reactions towards the person. Thus Van Yperen, Buunk 
and Schaufeli (1992) found that one of the main causes of burnout in human 
services is lack of rewarding interactions experienced in their relations with clients 
with challenging behaviours. When social support is not available, salaries are 
poor and supervisory praise is limited, a challenging behaviour which is attributed 
intentionality violates the rules of social exchange, and an aversive response 
becomes more likely. The challenge for psychology is to develop a method of 
functional assessment that builds consensus among stakeholders regarding 
hypotheses about the variables that evoke and maintain challenging behaviours. 
Good contextual fit is unlikely while scientific explanations and folk explanations of 
behaviour diverge. Without good contextual fit, aversive responses to challenging 
behaviours may persist in applied settings despite technological advances in 
functional assessment.
Clinicat implications
1. Care-giver attributions matter. An important implication of this argument is that 
it is possible to build reciprocity where it does not exist in care-giver 
relationships. Comprehensive functional assessment in which the care-giver 
actively seeks to establish meaning for a person’s challenging behaviour, 
should provide a basis for altering less intentional attributions, thereby eliciting 
more empathie, less aversive responses. When conducting a comprehensive
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behavioural assessment, the staff member interprets the behaviour in a number 
of distinct contexts (cognitive, communicational, ecological, physiological, 
historical, antecedent and consequent, and motivational). This might support 
the development of non-aversive intervention in two ways
• The likelihood of the fundamental attribution error, the underestimation of 
context, is reduced.
• Reciprocity may be constructed. Communication analysis for example, in 
which the staff member observes non-verbal behaviour for 
communicational intent and historical analysis in which the staff member 
can recall times of variation in the strength of the behaviour, are examples 
of how staff may construct reciprocity with care-recipients who have 
challenging behaviours the same way as the care-givers in the Neufield 
and Harrison study construct reciprocity by re-framing or remembering.
2. The more skills the person has for contributing to an exchange with care-givers, 
the better. As well as recommending functionally equivalent skills, functional 
assessment should recommend ways of improving reciprocity between care­
giver and care recipient. Clearly, environmental accommodations which 
engender mutually satisfying experiences between care giver and care recipient 
should be a primary focus of intervention. In addition to environmental 
accommodations, other examples of these interventions that improve reciprocity 
in the care-giving system are;
i) General skills teaching. The skills that are taught as part of a behaviour 
support plan should be strategically selected as ones which maximise the 
care-giveris estimate the contribution that the person is perceived to 
make to the social exchange with the care-giver. This is in contrast with 
the traditional skills-deficit heuristic for skills selection. Tooth brushing or 
shoe-lace tying may be skills deficits, but their performance may not 
significantly change the care-giver s estimate of the equity of social 
exchange.
ii) Relaxation training. Activities that help regulate the affect of the person 
with challenging behaviours may enable the person to stay involved in
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social exchanges for longer.
iii)Co-operation training, which is aimed at increasing the frequency of 
request-response-reward sequences, may have a direct impact on the 
care-giveris estimate of the equity of social exchange.
iv) Reward contracts. The care-giver exchanges positive events or activities 
for non-performance of challenging behaviours, and interventions of this 
type may have a direct effect on the estimate of the equity of social 
exchange.
3. The more the care-giver is involved in the conduct of a functional assessment, 
the more successful the intervention will be. Perhaps functional assessment 
has not delivered on its promise of non-aversive, constructive, functionally 
equivalent interventions not because functional assessment is inadequate but 
because the expert’s design of the intervention disenfranchises the care-giver. 
It is the care-giver who must reconstruct the challenging behaviour of the 
person, not the expert. When conducted by the care-giver, functional 
assessment has all the qualities of a hermeneutic analysis; a search for the 
meanings of the behaviour within the multiple contexts with which the care­
giver, not the expert, is familiar. As with any therapy of relationships, there is 
no immutable meaning of behaviour, but only those meanings that have 
resonance for other participants in the system. Rather than impose a scientific 
discourse to punctuate challenging behaviours, the clinician may be more 
effective by facilitating the effort after meaning of the care-giver.
-36
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Abstract
Particular Case Training is introduced as a model o f service 
delivery for people with severe challenging behaviours. It is 
defined as training and supporting staff to conduct functional 
assessments and to design and implement positive behavioural 
support for specific individuals with challenging behaviours. It is 
argued that Particular Case Training may overcome some o f the 
disadvantages associated with existing models o f service 
delivery and may be associated with better maintenance of 
interventions. Longitudinal outcome data are presented from 
138 behaviour support plans developed by staff over a five year 
period. Results indicate that the implementation by staff of 
behaviour support plans are associated with significant 
improvement in 77% of cases, indicating that Particular Case 
Training is an effective model o f service delivery. The 
implications o f front-line staff designing and implementing 
behaviour support plans for the organisation of services and the 
role o f the clinical psychologist are considered.
Introduction
In the last 15 years positive behavioural support has achieved wide-spread 
acceptance as a response to the challenging behaviours of people with 
intellectual disabilities. In the present paper, it is argued that the growth of positive 
behavioural support reflects three major developments in the field. First, there is 
an emergence of methodologies for identifying the function of challenging 
behaviours. Second, there is renewed interest in a wide range of methods for 
supporting people with challenging behaviours, at least some of which have been 
based, in part, on the results of functional analysis. Third, there is a growing 
commitment that people with challenging behaviours should be treated with
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dignity and respect, and should be accorded the same rights as any other citizen 
and that behavioural interventions should actively promote those values (e.g. 
LaVigna and Donnellan, 1986; McGee, Menolascino, Hobbs and Menousek,
1987; Homer, Dunlap, Koegel, Carr et al, 1990; Meyer and Evans, 1993; Sailor, 
1999). However, beyond isolated examples and demonstrations, the widespread 
inclusion of people with challenging behaviours in the community remains unlikely 
unless positive behavioural support is implemented as part of a system 
transformation (Foxx, 1996). The importance of systems transformation was 
highlighted by the Project Group Report (Mansell, 1993) a review of four specialist 
services which concluded that good services for the individual with challenging 
behaviours requires management commitment, planned service development and 
the integration of different aspects of services into an effective whole.
The detrimental effects of challenging behaviours are well known. Behaviours 
such as physical aggression, self-injury or property destruction can threaten an 
individual’s residential placement (Bruininks, Hill and Morreau, 1988) and interfere 
with opportunities for social interaction (Anderson, Lakin, Hill and Chen, 1992) 
and community participation (Larson, 1991). Challenging behaviours are most 
commonly defined as behaviours of such intensity, frequency or duration that the 
physical safety of the person or others is likely to be placed in jeopardy, or is 
likely to impede access to or enjoyment of community facilities (Emerson, Barrett, 
Bell, Cummings, McCool et al 1987). Challenging behaviours affect 
approximately 28% of people who have intellectual disabilities (Harris, 1993; 
McClean and Walsh, 1995). The effects of challenging behaviours on care-giver 
stress and staff tumover are equally well documented (e.g. Quine and Pahl, 1985; 
Russell and Harris, 1993). Yet primary care staff are routinely expected to use 
individually planned interventions to assist people who display challenging 
behaviours. It is not clear in the literature whether staff can apply such 
interventions effectively and whether best practice can successfully be translated 
into everyday practice in residential settings (Stancliffe, Hayden and Lakin, 1999). 
The purpose of this paper, therefore, is (1) to introduce Particular Case Training, a 
model of service delivery in which responsibility for assessment, design, 
implementation and monitoring of a behaviour support plan is given to a frontline 
staff member; (2) to examine the effectiveness of multi-element behavioural 
support across a large sample of people with challenging behaviours; (3) to 
attempt to explain the effectiveness of behavioural support in terms of individual 
and organisational data and (4) to outline some of the organisational structures by
- 3 -
which positive behavioural support can respond to the needs of children and 
adults with challenging behaviours in everyday service settings.
Positive Behavioural Support
Positive behavioural support refers to the broad enterprise of helping people 
develop and engage in adaptive, socially desirable behaviours and overcome 
patterns of destructive and stigmatising behaviours (Koegel, Koegel and Dunlap, 
1996). The term positive behaviour support usually applies to assistance that is 
provided to people with intellectual disabilities who have challenging behaviours; 
however, the principles of positive behavioural support generalise well to other 
groups of people who have behavioural difficulties but do not have an intellectual 
disability. Positive behavioural support incorporates a comprehensive set of 
procedures and support strategies that are selectively employed on the basis of 
the person’s individual needs and characteristics, and in particular on the basis of 
an assessment of the function of the person’s challenging behaviours.
Positive behavioural support has its theoretical roots in the constructional 
approach to behaviour (Goldiamond, 1974; Schwartz and Goldiamond, 1975). 
This approach focused on the alleviation of distress by the œnstruction of 
behavioural repertoires. Rather than asking the question "what is the problem to 
be eliminated’’, the constructional approach asks “what skill would achieve the 
same ends for the person as the current behaviour achieves ”. The key elements 
of the constructional model are the identification of a target behaviour, the 
identification of relevant skills that the person already has, the teaching of new 
skills and the adaptation of the environment in order to maintain the new skills 
(Cullen and Partridge, 1981).
The constructional approach found new impetus with a seminal paper by Edward 
Carr (1977). Carr proposed that three independent contingencies may explain 
why some individuals with intellectual disabilities exhibit self-injurious behaviour 
(SIB): that self injurious behaviour is maintained by (1) positive reinforcement in 
the form of contingent social attention, (2) negative reinforcement in the form of 
escape from non-preferred activities, or (3) sensory stimulation produced by 
behaviour (in the form of automatic reinforcement). In doing so, Carr made more 
tenable the notion that the precise function or ends that challenging behaviours 
serve could be determined. Carr and Durand (1985) showed that by teaching
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children with challenging behaviours functionally equivalent skills, behaviours 
could be replaced.
Iwata, Dorsey, Slifer, Bauman & Richman (1982) tested these hypotheses in 
analogue conditions with nine children who had self-injurious or aggressive 
behaviours and found that the function of challenging behaviours could be 
demonstrated experimentally in seven of the nine children. Other clinicians 
developed descriptive and observational methodologies for hypothesising the 
function of challenging behaviours (e.g. LaVigna and Donnellan, 1986; O'Neill, 
Homer, Albin, Storey & Sprague, 1990). Since then, a distinction has evolved 
between functional analysis, the manipulation of environmental variables in order 
to demonstrate experimental control over behaviours, and functional assessment, 
the more generic term for the systematic attempt to determine environmental 
factors that evoke, or maintain the occurrence or non-occurrence of challenging 
behaviour (Yarbrough and Carr, 2000), although often the terms are used 
interchangeably. Functional assessment may include informant assessment, 
direct observation or functional analysis. It is now the most commonly reported 
pre-intervention strategy in the literature and it has 'changed the fundamental 
character o f  behavioural intervention’ (Neef, 1994, p. 196).
For the purposes of the present paper, positive behavioural support is defined in 
terms of three key elements: (1) selection of interventions on the basis of 
functional assessments; (2) the nature of the interventions themselves and (3) 
the emphasis on social validation as further criterion for intervention selection. 
Each of these three defining elements is now explored.
1. Functional assessment
The most obvious definition of positive behavioural support is that the 
interventions for an individual are based, at least in part, on an assessment of the 
function of the behaviour for the individual. Most researchers advocate a 
combination of assessment formats (e.g. O’Neill, Homer, Albin, Sprague, Storey 
and Newton (1997); Kemp and Carr, 1995; Repp, 1994; LaVigna and Willis, 
1995). The format of functional analysis used in the present study is adapted from 
Willis and LaVigna (1996a; 1996b), and is illustrated in table 1:
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Table 1: Analyses used in functional assessment
Method Purpose
Phase 1: informant
assessment
Interview with key sodai agents Identify behavioural concerns, identify events assodated with
occurrence of behaviour
Cognitive assessment Identify functional cognitive competendes (sensory, attention,
memory, comprehension, matching, performance, problem
solving)
Communication assessment Identify functional communicational competencies
Medical assessment Establish medical and psychiatric status; list medications
used
Analysis of previous interventions Identify resources and œnstraints in mediator system
Motivational assessment Identify possible activities for environmental enrichment;
identify potential reinforcers
Phase 2: Descriptive
assessment
Description of problem behaviour Topography of target behaviour, precursor behaviours and
aftermath behaviours; Frequency recording of behaviour;
Historical analysis Identify historical factors assodated with increase and
decrease in response strength
Scatterplot^ Identify times of day assodated with behaviour
Antecedent analysis Identify naturally occurring events assodated with occurrence
and non-occurrence of behaviour
Consequence analysis Identify naturally occurring maintaining events for behaviour
Ecological analysis Evaluate goodness of fit of the environment with the needs
and characteristics of the individual
Phase 3: Hypothesis
testing
Hypothesis development Synthesise informant and descriptive data; identify common
themes; identify contradictory evidence; distinguish setting
events and triggers;
Inddent analysis^ Prospective test of hypotheses
Trom Touchette, MacDonald and Langer, 
^From Repp, Felce and Barton, (1988)
(1985)
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Although adapted from LaVigna and Willis (1996a; 1996b), the assessment 
format outlined in table 1 is very similar to that of Wacker, Peck, Derby, Berg and 
Harding (1999), with the exception that the present study does not utilise 
analogue assessment, which requires the demonstration of experimental control 
over the behaviour, as part of the functional assessment process. The reasons for 
this have been outlined elsewhere in this thesis. There are four main reasons for 
not including analogue assessment:
(1) Intemal validity; Possible sources of artefact in analogue assessment include 
multiple contingencies in single analogue conditions, adaptation to analogue 
conditions, carry-over effects, and new learning.
(2) Test -  retest reliability; Analogue assessments are no more objective in their 
interpretation of test results than descriptive assessments. Martin, Gaffan and 
Williams (1999) found agreement rates of 35% between analogue 
assessments conducted just 16 weeks apart.
(3) Clinical utility.; Analogue assessment is only useful for high rate behaviours.
In an Irish sample, only 2% of the population of people with challenging 
behaviours have behaviours that are frequent enough to be subjected to 15 
minute analogue assessment conditions (McClean and Walsh, 1995). Other 
total population surveys of the frequency of challenging behaviours that 
support this finding (e.g. Harris, 1993; Oliver, Murphy and Corbett 1987)
(4) Ethical concems; Many services settings do not consider it ethical to 
knowingly set the occasion for higher rates of challenging behaviour for the 
purpose of behaviour assessment (Repp, 1994). In these settings naturalistic 
hypothesis testing techniques rather than analogue assessments are 
required.
2. The nature of the interventions
A second way of defining positive behavioural support is in terms of the range of 
specific interventions for supporting people with challenging behaviours which 
have received renewed emphasis since the development of functional 
assessment methodologies (e.g. Koegel et al, 1996, Homer et a l, 1990; LaVigna 
and Donnellan, 1986). LaVigna and Willis (1995), for example, represent Positive 
Behavioural Support in terms of a multi-element behaviour support plan. Each 
behaviour support plan has at least four elements:
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(1) Environmental accommodation; Dietary adaptations, access to food and 
drink, leisure options, interactions and rapport, noise level, predictability of 
daily events, choice of activity, variety of activity, availability of augmentative 
communication systems and the quality of carer communication are all factors 
which may be incorporated in an overall plan to overcome challenging 
behaviour.
(2) Functionally equivalent skills teaching ; This focuses on identifying the 
function of behaviour through functional analysis and teaching the person 
more effective and more socially acceptable ways of achieving that function. 
The most frequent example of functionally equivalent skills teaching is 
functional communication training (Bird, Dores, Moniz and Robinson, 1989; 
Derby, Wacker, Berg. DeRaad et al, 1997). In addition to functionally 
equivalent skills teaching, there is an emphasis on teaching the person skills 
for community participation, recreation or coping and tolerance.
(3) Direct interventions; These interventions involve establishing rapid control 
over challenging behaviour using non-aversive strategies such as the removal 
or control of the antecedents to challenging behaviour, the non-contingent 
delivery of reinforcement, or the reward of other behaviours (Jones, 1991).
(4) Reactive strategies ; Homer et al (1990) propose a clear distinction between 
the proactive elements of the behaviour support plan and emergency 
procedures. Many challenging behaviours place the person, or carers, at 
severe social or physical risk. Frequently, the preferred response to 
dangerous behaviours is not to deliver a behavioural intervention designed to 
change behaviour, but to provide sufficient temporary control to prevent injury 
and to allow the person and others to survive with dignity.
Table 2 gives examples and a description of the interventions frequently used in
positive behavioural support;
Table 1  Examples of interventions used in positive behavioural support, adapted from LaVigna and
Willis, (1995)
s
I
I
I
s
s
3.2
I
I
I
*5
I
Q.
EI
Proactive interventions
Reactive strategiesEnvironmental
accommodations
Skills teaching Direct interventions
Activity sampling Picture exchange Differential Active listening
communication system Reinforcement of
Community access Other Behaviour Feedback
Escape
Access to food and communication Differential Redirection
drink training Reinforcement of Low
Rates of Behaviour Limit setting
Access to relaxation Discrimination skills
training Differential Facilitated relaxation
Pictorial activity Reinforcement of
sequencing book Relaxation training Alternative Behaviours Facilitated
communication
Adaptations to adivity Systematic Instructional control
schedule desensitisation Facilitated problem
Stimulus Satiation solving
Adaptations to Conversation skills
instructional style Interpositioning
Self help skills
Adaptations to duration Breakaway techniques
and type of activities Community living skills
Nonviolent crisis
Choice making Leisure skills training intervention
protocol
Debriefing
Transition protocol
Adaptations to diet
Table 2 represents a model of multi-element behavioural support. In LaVigna and 
Willis’ (1995) formulation, behaviour support plans contain at least one element 
from each of the four components of the model. The first three components 
combine to make up proactive plan, in that they are designed to reduce the 
likelihood of the challenging behaviour. The final component, the reactive 
strategy, is the recommended response after the behaviour has occurred.
(3) Social validity
Most authors also propose as a third defining element of positive behavioural 
support the use of social validation as a criterion for selecting an intervention (e.g. 
Homer et al, 1990; LaVigna and Willis, 1996). On one hand, interventions should
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not be selected which compromise the dignity of the person. Homer et ai (1990), 
for example, recommend three criteria for including interventions within the rubric 
of positive behavioural support. These are (1) the intrusiveness, restrictiveness or 
aversiveness of an intervention, (2) the social acceptability of an intervention and
(3) ongoing monitoring of the intervention by a competent professional. On the 
other hand, the application of a social validity criterion to the selection of 
interventions involves an emphasis on lifestyle change. Challenging behaviour is 
perceived as a barrier to Hill community participation. Although elements of 
traditional therapy and treatment for challenging behaviour may be included in the 
plan, positive behavioural support also represents a kind of social prosthesis 
which allows people with behavioural disability to access and enjoy the 
community more freely. This is a different emphasis to the traditional conception 
of behavioural intervention as a treatment plan for a clinical problem. A social 
validity criterion requires interventions and systems of service delivery which 
produce durable, generalised changes in behaviour in order that ihe person may 
improve his or her access to the community, to relationships and to a range of 
activities (e.g. Dunlap and Fox, 1996).
These three defining elements; the selection of intervention on the basis of 
Hi notional assessment, the emphasis on a range of positive interventions and the 
insistence on an ethical standard for intervention selection; - are closely related. 
Functional assessment gives widespread theoretical and empirical acceptance to 
the idea that all challenging behaviours serve some function or purpose for the 
individual. The current thinking is that challenging behaviours represent the 
communication of legitimate messages about aversive features in the person’s 
environment. In a context in which the message is perceived as legitimate but its 
mode of expression is not, it makes both empirical and ethical sense to teach the 
person alternative ways of communicating, and to devise ways of adapting 
environments so that they are less aversive.
The Effectiveness o f Positive Behavioural Support
Functional assessment has changed the process by which interventions are 
selected. Traditionally, interventions were selected for challenging behaviour on 
a least to most intrusive intervention model (Foxx, 1982). In this model, an 
intervention designated as least intrusive, restrictive or aversive is used first, and if 
ineffective, a more intrusive, restrictive or aversive treatment is then justified.
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However, a tenet of functional assessment is that the ineffectiveness of many 
interventions is due to a mismatch between operant function and intervention 
(Repp, Singh, Olinger & Olson, 1990; Iwata, Pace, Dorsey, Zarcone et al, 1994) 
rather than indicative of a need for more intrusive procedures. The rationale of 
matching a particular intervention to the assessed function of the behaviour of a 
given individual should replace the rationale of resorting to increasingly aversive 
interventions. For example, if a challenging behaviour is escape-motivated, then 
the demands or requests that increase the likelihood of challenging behaviour 
should be examined in terms of their aversive components, and on this basis be 
adapted or removed. This replaces the need for a more aversive intervention 
such as, for example, rewarding the person for request compliance or guided 
compliance.
Functional assessment offers a more coherent heuristic for intervention selection, 
and this means that interventions based on functional assessment can be more 
effective. A plethora of single case studies have demonstrated the effectiveness 
of interventions selected on the basis of functional assessments (e.g. Mace,
Hock, Lain et al, 1988; Bird, et al, 1989; Kemp and Carr, 1995; Sasso, Reimers, 
Cooper, Wacker et al, 1997; Lalli, Casey and Kates, 1997; O’Reilly, Lancioni, 
King, Lally and Nic Dhomhnaill, 2000). In many cases reductions in long-standing 
behaviours have even been observed within a few days (Durand, 1990). Meta­
analyses provide further support for the effectiveness of interventions based on 
functional assessment (e.g. Scotti, Ujcich, Weigle, Holland & Kirk, 1996; Dridden, 
Duker and Korzilius, 1997). Dridden etal, for example, reviewed 482 empirical 
studies in which behavioural interventions were used to decrease specific 
challenging behaviours among people with intellectual disabilities, and in which 
baseline and intervention data was presented. They conducted a regression 
analysis to attempt to explain the proportion of variance in the effectiveness of 
behavioural interventions that was attributable to level of disability, age, etiology, 
secondary disability, intervention setting, pre-intervention functional assessment 
and duration of intervention sessions. They found that found that performing a 
functional assessment prior to intervention was the only variable associated with 
improved effectiveness.
The following critique is concerned primarily with the application of positive 
behavioural support in everyday service settings. Two main issues limit the
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application of research on the outcomes of positive behavioural support; (1) the 
paucity of large outcome studies and (2) the paucity of long term outcome studies.
1 Large outcome studies
The vast majority of outcome studies on positive behavioural support are single 
case studies. Kemp and Carr (1995) study, for example, used a multiple baseline 
design across three individuals to demonstrate the effectiveness of multi-element 
behaviour support plans in increasing the amount of time the individuals spent 
without physical aggression or self-injurious behaviour in everyday supported 
employment settings. The elements of the three intervention plans included three 
environmental accommodations (building rapport, offering choices and 
embedding demands within choices), and two skills teaching procedures 
(functional equivalent communication skills teaching and tolerance training). The 
study is interesting for its implementation of a multi-element behaviour support 
plan in an everyday service setting. However most of the research on the 
outcomes of behavioural intervention is confined to rigorous demonstrations that 
individual techniques can produce important decreases in a range of challenging 
behaviours and for a range of functions. There is a relative paucity of applied 
outcome studies on multi-element interventions with large cohorts of individuals 
with challenging behaviours.
The demonstration of the efficacy of single element interventions with small 
numbers of individuals may have relatively weak implications for service settings 
where there are constraints on resources and where cost competes with 
effectiveness as a criterion of utility. In addition, subject selection procedures may 
lack the objectivity of large study sample selection procedures, and may reflect an 
editorial biases towards the publication of effective studies.
One study with an impressively large cohort, however, is that of Iwata et al,
(1994), who reported outcomes of interventions based on analogue assessments 
with 154 individuals. An effectiveness rate of 83.5% was demonstrated. Though 
undoubtedly carried out with an impressive number of individuals, the study has 
only limited application to most service settings, since assessments and 
interventions were conducted and evaluated in experimental conditions only. 
However, Wacker and his colleagues were among the first to have demonstrated 
the significance of these studies in applied settings (e.g. Derby, Wacker, Berg, 
DeRaad et al, 1997; Wacker, Berg, Harding, Derby et al, 1998). Wacker et al
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taught parents to conduct analogue assessments in their own homes and to teach 
their children functionally equivalent communicative responses. Significant 
reductions in target behaviour were found in 79% of children who completed 
treatment. Derby et al (1997) demonstrated in follow up treatment probes for 27 
months that these outcomes were sustained for four individuals. The difficulty in 
applying these findings to other service settings are:
(1) brief video-taped treatment probes were used in the collection of follow-up 
data; continuous data recording may have provided a more accurate 
representation of the true rate of target behaviour post intervention;
(2) children in the study were aged between 1 and 6 years (mean = 3.4 years). 
Behaviours do not have stable histories at this age and new behaviours may 
emerge as part of normal development.
A further difficulty in applying the results of both the Iwata et al and the Wacker et 
al studies is that specialists are required to design interventions and ensure 
treatment integrity over time, and these resources may not be available in 
sufficient number in everyday service settings for people with challenging 
behaviours. Iwata, Wallace, Kahng, Lindberg et al (2000) attempted to address 
this issue by training eleven graduate students with limited prior training to 
conduct analogue assessments. The students successfully applied analogue 
assessments after just 2 hours of training, although these functional analyses 
were not conducted with people who had challenging behaviours but with 
graduate students who role played of clients.
Donnellan, LaVigna, Zambito and Thevdt (1985) demonstrated significant 
reductions in target behaviours in 15 out of 16 focus persons using the same 
intensive intervention process as the one used in the current study. However, in 
the Donnellan et al study as in the studies referred to above, assessments were 
mediated and interventions were implemented by an intensive intervention team 
of professionals with expertise in applied behaviour analysis. Several 
investigators have evaluated specialist behaviour intervention teams support and 
found varying levels of effectiveness. For example, Lowe, Felce and Blackman 
(1996) evaluated the effectiveness of specialist intervention teams by comparing 
the rates of behaviour change in an experimental group of 14 people referred for 
behavioural intervention with the rates of behaviour change in a matched control
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group of 12 people not referred. Two specialist teams were involved in supporting 
the experimental group. They found that specialist intervention yielded no 
significant change in challenging behaviour compared with controls. Further 
analysis indicated that the primary problem within the experimental group was a 
failure by one team to define clearly the nature of Its specialism. When analysed 
separately, one team, which provided positive behavioural support was found to 
achieve positive outcomes for 9 individuals with challenging behaviours, although 
the results need to be interpreted cautiously due to low sample size. Lowe et al 
draw a distinction between a specialist team, which has a clearly defined 
expertise and methodology, and a team of specialists with an eclectic approach.
In service settings that lack a coherent and co-ordinated approach to the delivery 
of behavioural interventions, challenging behaviours may not change despite the 
efforts of specialists.
A study by Stancliffe et al (1999) supports this point. They conducted a survey of 
challenging behaviour objectives that had been set as part of an Individual 
Planning Process for 130 individuals. They used a 6 point rating scale to measure 
the frequency of challenging behaviours and a 5 point rating scale to measure the 
severity of behaviours. They used a repeated measures ANOVA and found no 
reductions in ratings of the frequency or severity of challenging behaviours after 
one, two or even three years. A further repeated measures ANOVA found no 
reduction in the amount of time staff spent responding to behavioural crises over 
time. The study presents a rather disappointing picture of the effectiveness of 
everyday service settings to achieve reductions in challenging behaviours even 
when objectives for reducing those behaviours have been defined and reviewed 
annually over a four year period.
By contrast. Baker (1998) reported an effective application of positive behaviour 
support in an everyday service setting. Baker found significant reduction in the 
number of incidents of challenging behaviours among 5 adults with challenging 
behaviours after training a frontline staff team to conduct functional assessments 
and to design and implement behaviour support plans. The format of functional 
assessment and behaviour support plan was similar to the one deployed in the 
present study. Unlike the present study, staff training consisted of just 3 sessions 
at one month intervals, each lasting 3 hours. Baker commented that this model of 
service is less expensive than that employing an extemal consultant to develop 
functional assessments and to design behaviour support plans. In addition to the
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absence of a control group, the study has two main weaknesses. The first is the 
measure of incidents of challenging behaviours. Incidents were measured by 
reviewing incident reports for the two months prior to the first training session and 
the two months after training. Retrospective recording of behaviour that has not 
been operationally defined may not be reliable. The second is the small sample 
size. Baker himself points to the need for larger samples and the use of 
inferential statistics.
2. Long term outœme studies
A second difficulty in applying the literature on the effectiveness of positive 
behavioural support to everyday service settings is the paucity of studies that 
include long term maintenance data. Concems over maintenance and 
generalisation are a primary factor in the design of services for people with 
challenging behaviours. There are two senses in which the maintenance of 
intervention gains is understood. Traditionally, maintenance is defined as 
improvement that occurs under conditions of reduced or diminished treatment 
(Favell and Reid, 1988). However, the effects of contingencies barely outlive their 
presence (Baer and Wolf, 1970). In other words, the maintenance of behavioural 
change is usually a direct function of the maintenance of corresponding 
environmental changes. If the environment regresses to pre-intervention 
conditions, then one would expect regression in behaviour. Thus, the second 
sense in which maintenance is used is in terms of the maintenance of intervention 
gains along with the maintenance of the environmental accommodations that 
support the use of functionally equivalent responses. In this way, behaviour 
support plans are behavioural prostheses rather than treatments; it makes no 
more sense to fade them than it does to withdraw physical prostheses from 
people with physical disabilities.
There is a dearth of research on the factors associated with maintenance of 
effective interventions. Most studies apply interventions in specialised settings for 
relatively short duration (e.g. 30 minute sessions). Maintenance, if assessed at 
all, is commonly tracked in a small number of post-intervention sessions often 
only weeks or possibly a few months after intervention. In Scotti et al's (1997) 
meta-analysis, half of the studies that provided outcome data recorded data for 
less than six months. There may be several reasons for this. Maintenance is, by 
definition, labour intensive, requiring extensive resources to measure and 
programme behaviour change across an extended period of time. Specialists,
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often under pressure to take on new cases, may not have the resources to 
continue to support interventions for individuals who are no longer in crisis. But 
perhaps most importantly of all, maintenance confronts clinicians with a myriad of 
factors over which they often have little control. These include longitudinal staff 
training in the recommended interventions, the supervision of staff who are 
implementing the intervention and the auditing systems required to maintain 
quality overtime.
The reliance on single case methodology, in which each individual acts as his or 
her own control, has led researchers to understand any failure to achieve 
maintenance in terms of intra-individual factors: such as inaccuracy of the initial 
functional analysis (Iwata et al, 1994), biological variables that override 
environmental contingencies (Reiss and Havercamp, 1997) satiation to the 
reinforcing stimulus (Vollmer and Iwata, 1991), and transfer of behavioural 
function over time (Lerman, Iwata, Smith, Zarcone, and Vollmer, 1994). The 
range of interpersonal and organisational factors that might affect maintenance 
are frequently referred to but rarely researched. These include deterioration in the 
consistency of implementation, staff tumover, quality of supervision and validity 
checks, quality of the service settings and absence of opportunities for stimulating 
activities. The realisation that the practical implementation of behavioural support 
is often the day to day responsibility of care-givers has led to repeated calls for 
researchers to identify the factors that facilitate staff to maintain effective 
behavioural supports over time.
While research on the factors that support the effectiveness of behaviour supports 
is lacking, and research on the factors that support long term maintenance data is 
non-existent, research suggests a range of variables that may support effective 
implementation and maintenance: (1) a model of assessment and intervention 
that is broad enough to respond to the diversity of behavioural and psychiatric 
challenges presented (Donnellan et al, 1985); (2) the ability to train staff in both 
proactive and reactive behaviour management strategies (Allen, McDonald, Dunn 
and Doyle 1997); (3) the ability to offer long term support (Allen and Felce, 1997); 
(4) clearly demarcated systems of supervision (Bering, Tupman and Jacques,
1993). The first two factors refer to the ability of training to provide staff with an 
effective model of intervention. The third and fourth factors refer to the need for 
an organisational system that can support staff to maintain the behavioural 
changes over time.
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One system which attempts to address the latter issues is called Periodic Service 
Review (LaVigna, Willis, Shaull, Abedi & Sweitzer (1994). Periodic Service 
Review is both an instrument and a system. As a customised instrument, it is 
used to assess the extent and consistency of implementation of a set of agreed 
standards. As a system, it can be used to maintain and improve the quality of 
staff performances Its features include (1) the development of performance 
standards by the team responsible for their implementation; (2) the 
operationalisation of performance standards; (3) regular self-monitoring of the 
implementation of performance standards; (4) visual feedback on performance in 
graphical form, and (5) staff training aimed at continuous quality improvement. 
Participative management has long been associated with improvements in staff 
performance such as increasing the frequency of interactions between staff and 
residents (Burigo, Whitman and Reid, 1983), although maintenance of those 
outcomes is rarely addressed (Reid, Parsons and Green, 1989). A secondary 
objective of this study is to explore the relationship between the long term 
effectiveness of multi-element behavioural support and the implementation of 
Periodic Service Review.
P articu lar Case Training
Currently, there are two dominant models for responding to people with 
challenging behaviours; special treatment units and peripatetic support teams 
(also called, intensive intervention teams, special development teams or simply 
specialist teams). The purpose of this section is to define a third alternative. 
Particular Case Training, which overcomes some disadvantages of these service 
models.
Special treatment units aim to develop a therapeutic environment which is 
capable of transferring individual back to the mainstream services after treatment. 
Research is divided on whether these units do effectively deliver short term 
behaviour change. Murphy, Estein and Clare (1996) found that one special 
treatment unit (the MIETS service) can bring about short-term behavioural change 
and may be perceived positively by unit staff and referring agents. However, this 
study was an evaluation of a service for a select group of adults with mild 
intellectual disability, almost half of whom were referred from the prison service or 
special hospitals. Other studies have not found behaviour change and there may
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even be behavioural deterioration after admission (Hoefkens and Allen, 1990).
The main problem with special treatment units is that any changes that do occur 
in the context of the unit may not be maintained after discharge (Hoefkens and 
Allen, 1990). When an individual with challenging behaviours is removed from his 
or her home environment, care-givers may no longer need to development the 
competence required to manage challenging behaviour. This failure to develop 
the necessary competence to deal with challenging behaviours acts as a barrier 
to discharge (Newman and Emerson, 1991). As a consequence, discharge from 
special treatment units is very difficult, and the units frequently become silted up.
The other dominant model of service, the specialist peripatetic team, was 
introduced in a series of seminal articles by Eric Emerson and his colleagues,
(e.g. Emerson, Toogood, Mansell, Barrett et al; 1987) and became widespread as 
a response to the perceived inadequacies of special treatment units. Their role is 
to provide individually tailored support to people with challenging behaviours in 
their natural settings over the short to medium term (Emerson, Cambridge,
Forrest and Mansell, 1993). Specialists conduct the assessments and 
recommend interventions in situ in the natural environment. It has been shown 
that these teams can bring about changes in severe challenging behaviours 
within the natural settings (Donnellan et al, 1985; Hudson et al, 1995) and that 
these changes can be maintained or improved upon at six month follow up. Team 
interventions may also bring about improvements in quality of life (Toogood et al,
1994). They have been found to require less intervention time than special 
treatment units (Maguire and Piersel, 1992), and to be more cost-effective (Allen 
and Lowe, 1995).
The disadvantages of the specialist peripatetic model are the disadvantages of 
any specialist led service (McClean and Halliday, 1999). Two potential 
disadvantages are outlined here;
(1) The concept of confexfua/ fiï (Albin, Lucyshyn, Homer and Flannery, 1999) 
describes the congruence between behavioural features and the factors that 
affect the implementation, efficacy and maintenance of behaviour support 
plans. The greater the contextual fit of an intervention, the greater likelihood 
that it will be maintained over time by the support system. Interventions that 
are designed by carers are more likely to have contextual fit than interventions 
designed by visiting specialists. Direct care staff have considerably more
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contact with the consumers of services than clinical psychologists or other 
professionals. Direct care staff may have the most detailed knowledge of the 
person and the behaviour. They usually have responsibility for implementing 
behavioural interventions. And they may also be more aware of the features 
of the environments and organisational systems that will allow specific 
features and components of an intervention plan to be implemented 
effectively and to be maintained. It may be hypothesised, therefore, that 
positive behaviour support plans designed and implemented by direct care­
givers are even more effective than those designed by resource staff such as 
psychologists. Given these advantages, the issue of providing training to staff, 
so that they can assess behaviour and design and implement behaviour 
support plans, is one of considerable importance.
(2) The logistical limitations of specialist peripatetic teams have been identified by 
Emerson, Forrest, Cambridge and Mansell (1996). The number of specialists 
required to meet the needs of a population of people with challenging 
behaviours may not be available (Sprague, Flannery, O’Neill, and Baker, 
1996). Approximately 28% of people with intellectual disability have a 
challenging behaviour, defined as one which limits their access to community 
and 15% of people with intellectual disabilities have challenging behaviours 
that are defined as severe (Harris, 1993; McClean and Walsh, 1995). In a 
survey of 46 peripatetic teams, Emerson et al, (1996) found that 49% of 
teams carried caseloads of between 1 and 6 cases in a caseload range of 
between 1 and 25. Emerson et al estimated that only 48% of people with 
severe challenging behaviours are on current team caseloads. In Ireland, with 
approximately one clinical psychologist for every 250 people with intellectual 
disabilities, the coverage may be even more sparse. Psychologists or other 
specialists are not available in sufficient number to provide the coverage of 
service that people with challenging behaviour need. And like special 
treatment units, specialist teams may silt up. Without adequate throughput, 
the specialist team may fail to provide the coverage of specialist support 
services required.
An altemative model of service. Particular Case Training, is proposed in this
study. The model is defined as training staff to conduct a functional assessment,
to design and to implement a multi-element behaviour support plan for a particular
individual. Assessment includes a comprehensive psychosocial assessment.
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incident analysis, functional assessment and hypothesis testing. Intervention 
involves environmental accommodation, skills teaching, direct interventions and 
reactive strategies as seen in table one above. Implementation involves Periodic 
Service Review (LaVigna et al 1994) and quarterly progress reports.
Particular Case Training shares a number of features with the team training 
process described by Anderson, Russo, Dunlap and Albin (1996).
(1) There is an emphasis on training a cross section of staff roles, including care 
staff, managers and multi-disciplinary team members, across a range of 
service settings. Targeting multiple audiences creates a context for 
comprehensive support across the variety of environments in which the 
individual resides (Dunlap, Robbins, Morelli and Dollman, 1968).
(2) The curriculum addresses all aspects of behavioural support. The wisdom of 
this particular feature has frequently been challenged in the literature (e.g. 
Evans, 1990). Among the chief concems are that primary care staff members 
cannot be expected to acquire the range of sophisticated principles of applied 
behaviour analysis (e.g. Emerson and Emerson, 1987; Spreat and Connolly, 
1996), although other research evidence does not support this challenge (e.g. 
Baker, 1998; Berryman, Evans and Kalbag, 1994).
(3) The content of the training is interspersed with periods of practice in the live 
service setting. This creates a feedback loop between the trainer and the staff 
member in which assessment and intervention skills may be shaped, in which 
positive applications of skills may be reinforced and in which errors in the 
application of skills may be corrected.
(4) The development of a culture of positive behavioural support is facilitated. 
Developing ongoing implementation and expansion of positive behavioural 
support at local level is a critical part of the maintenance process. Once a 
critical mass of staff is trained in each centre. Particular Case Training 
establishes local structures such as quarterly progress review and regular 
audit to support maintenance of intervention.
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The present study
The present study attempts to explore some of the factors that help predict 
reductions in the occurrence of challenging behaviours. For example, it is often 
stated that self-injurious behaviour is more resistant to behavioural intervention 
than other forms of challenging behaviour (e.g. Murphy and Wilson, 1985). This 
study will examine whether the topography of behaviour affects the likelihood of 
behavioural change.
Other studies have claimed that adaptive behaviour is rarely supported in large 
residential settings when compared with small community-based ones. Clements 
(1993), for example, comments that the organisational context in which operate is 
an important determinant of staff effectiveness. An organisational culture that 
emphasises staff participation and innovation fosters effective staff performance 
more easily than a hierarchical system with set working procedures and aversive 
control mechanisms. Mansell (1993) distinguishes between service agencies 
with distinct approach to service development: containers, who “seek only to 
contain people in low-cost (and therefore poorly staffed) settings” and developers, 
who “seek to provide local services which really do address individual needs”. 
Felce and Lowe (1993) examined the extent to which staff in ordinary housing 
services provide better outcomes by assessing residents at 6 month intervals over 
a 5 year period. Although the rates of challenging behaviours increased over time 
in this study, constructive behaviours also increased, and the authors concluded 
that the smallness of scale and the occurrence of small staff -  resident working 
groups, which are conducive to staff -  resident participation in activity. THe 
present study hypothesis higher levels of behaviour change in small community 
settings than in large residential settings.
Research into early intervention frequently cites the difficulty of changing 
behaviours of long standing as part of its rationale for intervening with children 
(Dunlap and Fox, 1996; Guralnick, 1991). Although the present study does not 
have direct evidence of the duration of challenging behvaiours, it explores 
whether behaviour change is more likely among children than it is among adults, 
many of whom may be expected to have challenging behaviours of long standing. 
Because of the relatively large sample in the present study it is possible to make 
an initial exploration of the extent to which variables such as type of behaviour, 
type of service environment and client age are associated with the degree of 
behaviour change.
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The present study has four objectives.
(1) To evaluate the effectiveness of Particular Case Training in reducing the 
challenging behaviours of a large group of people with intellectual disabilities 
within a single service by comparing baseline and follow up rates of 
behaviour. There is no control group as it is not possible (or desirable) to 
undertake continuous recording without providing behavioural supports in the 
services in which the study was carried out for ethical reasons. However, the 
behaviour support plans meet the criteria for Type III case studies described 
by Kazdin (1981); specifically, objective data were collected on a target 
behaviour; continuous assessment was carried out during baseline and 
intervention phases; the target behaviours had long standing histories and 
were of the type that would not ordinarily improve without direct and 
comprehensive intervention; and finally, the intervention strategies were 
applied across a group of 138 subjects with varying ages, diagnoses and 
personal backgrounds.
(2) To explore the relationship between the level of implementation of behaviour 
support plans as measured by Periodic Service Review and the rate of 
behaviour change. If the rate of behaviour change is strongly correlated with 
the level of implementation, further evidence for the efficacy of Particular Case 
Training may be inferred.
(3) To compare the effectiveness of behavioural support for different types of 
challenging behaviour, for different age ranges of client and for different types 
of service settings. Because the study is conducted with a large group of 
people with challenging behaviours, it is possible to explore some of the 
factors that might predict the effectiveness of positive behavioural support.
(4) To compare the effectiveness of behaviour support plans designed by direct 
care-givers with those designed by psychologists. A distinctive feature of 
Particular Case Training is the application of positive behavioural support by 
direct care-givers as well as resource staff.
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The hypotheses
Seven hypotheses were developed:
1. That there is a significant reduction in the rates of challenging behaviours after 
three months of implementation of behaviour support plans and at follow up.
2. That there is a strong positive correlation between the rate of behaviour change 
and the level of implementation of behaviour support plans
3. That there are significant differences in the rate of behaviour change for 
different types of behaviour
4. That there is a significant difference in the rate of behaviour change between 
people living in large residential settings and those living in the community.
5. That there is a significant difference in the rate of behaviour change between 
children and adults.
6. That there is a significant difference in the rates of behaviour change between 
cases where positive behavioural support is applied by direct care givers and 
those applied by psychologists.
7. That the rate of behaviour reduction from baseline to follow-up could be 
predicted from a set of independent variables, namely; type of behaviour, age 
range, gender, level of disability, location, role of the person conducting the 
functional assessment and the presence or absence of a Periodic Service 
Review.
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Method
1. Population
The Hospitaller Order of St John of God (the Order) is one of the largest 
service providers to people with learning disabilities in the Republic of Ireland. 
It provides services to 1,665 children and adults with learning disabilities. 
Table 3 outlines the number of different services provided. Services consist, 
primarily, of four regional services (labelled A to D in table 3 below). Table 3 
shows that there are 2 large residential services, 2 community based hostels 
and 40 group homes and. The large residential services date from 1946 and 
1953 respectively and are home to approximately 400 adults with learning 
disabilities. A wide range of day services includes three schools which are 
governed by the Department of Education and a range of pre-school and day 
centres for children, and work enterprises and day centres for adults in 22 
different locations. In addition a supported employment agency serves each 
region.
Table 3: Outline of the number of different services provided by the Hospitaller Order of St John of God
Service A Service B Service C Service D
Number of clients 630 350 425 260
Catchment area Mainly rural Suburban / 
Rural
Inner city/ 
suburban
Mainly sub­
urban
Large residential services 1 1 0 0
Hostel (medium residential) 0 1 0 1
Group homes 12 8 12 8
Work enterprises and adult 
day centres
4 8 6 4
Supported employment 
Services
1 1 1 1
Schools, pre-schools and 
junior day centres
0 2 2 2
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The Order is the sole service provider to people with learning disabilities in each 
of the four catchment areas. Like most Irish service providers, it is a voluntary 
body which receives 95% of funding from the state.
The Callan Institute for Behavioural Support was established as part of the 
Order’s services in 1994 to promote the use of effective, non-aversive methods 
for working with people with challenging behaviours within the Order. It strives to 
achieve this primarily through staff training and individual case consultation.
Using Emerson, Barrett, Bell, Cummings et al’s (1987) definition of challenging 
behaviour as ‘'behaviour that is likely to limit or deny access to, or enjoyment of, 
community facilities”, a survey of the population of people with learning 
disabilities who received services from the Hospitaller Order of St John of God 
identified a group of 406 people (28%) who had challenging behaviours (McClean 
and Walsh, 1995). The profile of service user with challenging behaviours was 
found to be atypical when compared with other total population surveys (e.g. 
Harris, 1993) in four ways:
(1) Severe challenging behaviours were more prevalent: 55% (n=224) had 
severe challenging behaviours (defined using the stringent criterion of Oliver, 
Murphy and Corbett, 1987; behaviour has caused tissue damage in the last 
month). Physical aggression to others was the most fiequent behaviour; 56% 
(n= 226) engaged in physical aggression within the previous month; 42% (n = 
169) engaged in self-injurious behaviour. Eighty per cent of the group 
exhibited other challenging behaviours, including property destruction, 
screaming, verbal aggression, and obsessive compulsive behaviours.
(2) 83% of the group (n = 337) were male;
(3) 56% (n = 227) were aged between 30 and 50 years;
(4) 49% (n = 199) lived in the two large residential centres.
The likely reason for this atypical profile is the historical fact that the Order took 
referrals from all over the country. Many people were enrolled in the large 
residential services because local services could not manage challenging 
behaviours. This practice began to diminish about 25 years ago when services 
developed in other regions of the country, but people with teaming disabilities 
continued to be referred from other regions of the country to the Order’s 
residential services up to 1987, largely because of their challenging behaviours.
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2. Sample
2.1 Sample selection
The sample was 138 individuals with learning disabilities who received services 
within the Hospitaller Order of Saint John of God and were referred to the Callan 
Institute for positive behavioural support. The sample selection process was as 
follows:
1. Each of the four regional services compiled a prioritised waiting list of people 
with challenging behaviours. The waiting lists were compiled on the basis of 
the frequency, severity and management difficulty of the challenging 
behaviours. These waiting lists were agreed by the local multi-disciplinary 
team and were updated quarterly.
2. Referrals were drawn from the waiting lists over a seven year period. The 
final decision about who was referred is made by the Programme Manager of 
each service in consultation with that service's multi-disciplinary team. The 
decision was influenced by both the client’s level of need for positive 
behavioural support and by the availability of a staff member to attend 
Particular Case Training. No referral was refused by the Callan Institute.
3. Completion of Particular Case Training is defined by the following criteria:
a. A comprehensive behavioural assessment and intervention plan was 
completed which meets the standards established in the Behaviour 
Assessment Report and Intervention Plan Evaluation Instrument (Willis 
and LaVigna, 1990). This criterion-referenced instrument was 
administered as part of the Particular Case Training process. A test - 
retest reliability coefficient of r = 0.96 for the assessment report section 
and a test-retest reliability coefficient of r = .97 for the intervention plan 
component have been reported (Ballmaier, LaVigna, Borden and Willis,
1996). An inter - rater reliability coefficient of r = .82 for the assessment 
report and r = .46 for the intervention plan were also reported.
b. At least one quarterly progress report was completed. The quarterly 
progress report consisted of a report of the average rate of the behaviour 
per month for the previous three months and a report of the interventions 
implemented. The Particular Case Training process was completed on 
177 clients over a seven year period (1993 to 2000). In a small number of 
additional cases, the Particular Case Training process was not completed, 
and these are not included in the study. However, this number was very 
low because (1) staff who commenced training contracted to complete it
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and (2) any client for whom the process was not completed remained on 
the waiting list and was re-referred for the Particular Case Training 
process subsequently. Records of referrals in the last five years indicated 
that of 126 clients referred for Particular Case Training, the process was 
completed on 118 clients. This suggests a drop-out rate of 6.3%. On this 
basis the total number of clients referred for Particular Case Training over 
seven years of the study may be estimated at 188 clients.
4. Of the 177 clients for whom Particular Case Training was completed, 39 were 
excluded from further analysis. The criteria for exclusion were (1 ) accurate 
behaviour recording was not possible in vivo or (2) the definition of the target 
behaviour altered after baseline recording. This yielded a sample size of 138 
people.
Both waiting list and sample may have been subject to the same selection bias as 
any referred sample of people with challenging behaviours. This selection bias is 
well documented. For example, Lowe, Felce and Blackman (1995) compared two 
groups of people with challenging behaviours: individuals referred to a specialist 
behavioural support team and a contrast group that was not so referred. The 
referred group displayed significantly more irritability (aggression to self and 
others, temper tantrums and disturbing noises) and hyperactivity (disruption, over­
activity and non-compliance). Lowe et al noted that the behaviour in the irritability 
and hyperactivity domains were likely to have a direct effect on carers and 
constitute a problem for them, whereas behaviour such as withdrawal and 
stereotypy do not have the same direct effect. Similar observations have been 
made by Rudolph, Lakin, Oslund and Larson (1998), and by Stancliffe et al 
(1999).
2.2 Client characteristics
The sample included 105 (76%) adults and 33 (24%) children aged 19 or under. 
There were 109 males (83%) and 29 females (17%). The comprehensive 
behaviour assessment reports completed as part of Particular Case Training 
indicated that 85 (61%) had severe or profound learning disabilities; 70 (39%) had 
moderate learning disabilities and the remaining 10 (6%) had mild learning 
disabilities. In terms of accommodation, 54 (39%) lived in either of the two large 
residential centres; a further 39 (28%) lived in community based services; and 45
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(33%) received day services only, and lived with their families. The sample profile 
was therefore consistent with the atypical profile of people with challenging 
behaviours in the Order’s services, with one minor exception; only 38% of the 
current sample lived in one of the two large residential centres whereas 49% of 
the population of people with challenging behaviours from which the sample is 
drawn lived in those centres. Because of the concentration of people with 
challenging behaviours, and the shortage of staff available to undergo Particular 
Case Training, it is likely that these large residential centres had a reduced 
capacity to refer clients for Particular Case Training.
Further evidence that the sample was representative of the population of people 
in the Order’s services with challenging behaviours in the overall service may be 
inferred from a separate study by McClean and Ryan (1996). They used 
frequency, severity and management difficulty scales devised by Harris (1993) to 
identify 31 people with the most severe challenging behaviours in the service.
The current sample included 21 (67%) of these individuals.
2.3 Staff characteristics.
A total of 132 staff (the participants) received Particular Case Training and applied 
positive behavioural support to the 138 individuals in the sample. The number of 
staff in different roles were as follows: 121 (92%) worked in direct care-giver 
positions and 11 were psychologists (8%). All of the staff applied Particular Case 
Training with at least one client. Eight applied behavioural supports by re­
assessing clients already included in the sample; after training eight staff 
completed an additional 11 additional assessments that met the criteria for 
inclusion in the study.
3. Measures
3.1 Selection o f target behaviour.
One priority target behaviour was selected by the participants as part of the 
Particular Case Training process. Participants agreed this selection with their 
team members and other key social agents (e.g. family members). In the event 
that functional assessments were conducted on more than one behaviour, the 
present study selected the behaviour that met the greatest number of the three 
criteria established by Quereshi and Alborz (1992):
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(a) The behaviour that has in the last month caused injury to the person or others 
requiring immediate medical treatment, or destroyed the immediate 
environment
(b) The behaviour that occurs at least once per week and requires the 
intervention of more than one member of staff to control or places the person 
or others in danger, or causes more than one hour of disruption
(c) The behaviour occurs at least daily and causes more than a few minutes 
disruption.
In the event that two behaviours met the same number of criteria, the most 
frequent behaviour at baseline was selected.
3.2 Initial classification of challenging behaviour 
The study used the methodology of Harris (1993) to classify the type of 
challenging behaviours and to provide an initial rating of its frequency level at 
baseline. The Harris scale is a checklist with 17 topographies of challenging 
behaviour (See appendix 2.) It also provides a rating scale for classifying the 
frequencies of each topography. There are five topographies of physically 
aggressive behaviour, two topographies of verbal aggression, and one 
topography each for self-injury, property destruction, non-co-operation and 
obsessive compulsive behaviour. Each topography may be rated in terms of 
one of five levels of frequency, (hourly, daily, weekly, monthly and less 
frequent than one per month). In a survey of the nature and extent of 
challenging behaviours in a single District Health Authority, Harris reported an 
inter-rater reliability coefficient of 89% and a test-retest reliability coefficient of 
76% for the frequency scale. However, the present study used Harris’ 
frequency definitions to classify the observed frequency of the behaviours, 
whereas Harris used the scale to measure care-giveris estimate of the 
frequency without behavioural recording.
For the purposes of the present study, each challenging behaviour was 
assigned to one of seven topographies of behaviour according to the Harris 
scale. In the present target behaviours were classified into one of 7 
categories based on the 17; Harris topographies
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Physical aggression. This category included the five topographies of physical 
aggression established by Harris. Behaviours in this category include hitting, 
kicking, head - butting, hair-pulling and scratching.
Self-injurious behaviours. This included banging head against objects, face 
slapping, hitting head with closed fist, biting or scratching self, cutting self with 
sharp objects.
Property destruction. This included throwing objects, tearing clothes, breaking 
windows, overturning furniture.
Screaming/  verbal aggressbn. This included screaming, shouting, use of 
abusive language.
Non compliance. This included refusal to move and refusal to carry out requested 
tasks.
Obsessive-compulsive behaviours. This included pacing, repetitive speech, 
repetitive rituals.
Other. This included behaviours not otherwise categorised, for example public 
disrobing and withdrawal.
The recorded baseline of frequency of each behaviour was then rated as hourly, 
daily weekly, or less frequent than monthly according to the Harris frequency 
rating.
3.3 Frequency recording of challenging behaviours
Each behaviour was assigned a start and a stop definition by the participants as 
part of the Particular Case Training process, and these definitions were agreed 
between the participants and the other care-givers responsible for implementation 
of positive behavioural supports. In most cases, the frequency of the target 
behaviour was recorded by mediators continuously from baseline to follow-up.
However, in 11 cases the behaviour was of sufficient frequency that the recording 
was undertaken using interval recording method (Kazdin, 1981), where rate of the 
behaviour is defined as the proportion of time intervals in which the behaviour has 
occurred. In a further 6 cases, where the target behaviour was non-compliance 
the rate of the behaviour was defined as the proportion of non-compliance to a 
pre-specified number of requests.
Baseline data was collected over a minimum of four and maximum of eight weeks 
prior to the commencement of implementation of the behaviour support plan. 
Follow-up data was collected from the most recent quarterly progress report an
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average of 22.5 months after commencement of intervention (range 3 months -  
5.5) years for all 138 subjects. Intervention data was collected from the first 
quarterly progress reports of 65 subjects. Intervention data consists of the rate of 
the behaviour in the third month after commencement of implementation. This is 
termed first quarterly data.
Inter-rater reliability data was gathered during baseline in a sample of 21 cases. 
For one week, course participants ensured that two staff were responsible for 
completing a behaviour recording sheet independently of each other. In most 
cases this was the participant and a member of the participant’s care staff team. 
Percentage agreement between the two observation sheets was calculated by 
dividing the number of agreements by the number of agreements plus 
disagreements and multiplying by 100%. Inter-observer agreement for 
challenging behaviours ranged from 76% to 100%. The average agreement was 
92%.
3.4 Level of implementation.
Periodic Service Review is a system of quality assurance that yields measure of 
the proportion of an overall behaviour support plan that has been implemented. 
The standard for the implementation of each intervention is operationally defined, 
and each week the Periodic Service Review is used to record the number of 
interventions implemented that meet the criteria in the operational definition. This 
provided a Periodic Service Review score, which is the percentage of intervention 
implemented. Periodic Service review scores were available at follow-up in 63 
cases.
3.5 Background information
A comprehensive behavioural assessment report was submitted as part of the 
Particular Case Training process. This allowed the recording of background 
variables including age range, gender, level of learning disability, the role of the 
staff member conducting the assessment (whether direct care-giver or 
psychologist) and whether the person lived in one of the two large residential 
services or lived in the community.
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4. Procedure
As defined above, Particular Case Training is a process for providing staff with 
training in comprehensive behavioural assessment and in the design, 
implementation and maintenance of a multi-element behaviour support plan for 
one individual who has challenging behaviour.
The Particular Case Training process followed very closely the intensive 
intervention sequence described by Donnellan et al (1985) and was as follows:
1. Staff participants received introductory training in multi-element behavioural 
support
2. Participants received training in background assessment
3. Participants observed the client, interview key social agents, conduct 
cognitive, communicational, skills and motivational assessments and write the 
first part of the comprehensive behavioural assessment report (the 
background assessment) (Willis and LaVigna, 1996a). The background 
assessment report consisted of eight sections: referral, cognitive, 
communication, history, ecological, health and medical, previous interventions 
and motivational analysis. Participants received written and verbal feedback 
and supervision on the background assessment.
4. Participants agreed operational definitions of the target behaviour with key 
social agents and collect baseline data as an ongoing process
5. Participants used interview and observation as part of functional assessment 
of the target behaviour (Willis and LaVigna, 1996b) and this comprised the 
second section of the background assessment report. The functional 
assessment consisted of five separate analyses: description of the behaviour, 
history of the behaviour, antecedent analysis, consequence analysis and 
analysis of meaning. The analysis of meaning is the section in which the 
function of the behaviour is hypothesised. Participants received written and 
verbal feedback and supervision on their functional assessments.
6. The hypothesis of function was tested using hypothesis-driven incident 
analysis (Repp et al, 1988).
7. Participants design and implement a multi-element behaviour support plan 
that contains environmental accommodations, functionally equivalent skills 
teaching, additional skills teaching, direct interventions and reactive strategies.
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Participants receive written and verbal feedback and supervision on their 
behaviour support plans.
8. Participants designed a Periodic Service Review (LaVigna et al, 1994) which 
serves as a quality assurance system for monitoring the level of 
implementation. Participants received written and verbal feedback and 
supervision on their behaviour support plan.
9. Participants negotiated with the fellow team members the implementation of 
the behaviour support plan, and prepared a first quarterly progress report 
which consisted of a report of the average rate of the behaviour per month for 
the previous three months and a report of the interventions implemented. 
Participants received written and verbal feedback and supervision on the 
implementation of behaviour support plans
10. Participants continued to implement the intervention plan with periodic service 
review, and to submit quarterly progress reports. In 63 cases the quarterly 
progress report also included a Periodic Service Review score.
An outline of the structure and time frame of the training is presented in figure 1 
(see figure 1). The critical feature is that each block of training is followed by the 
application of the training in the form of assignment. The training was 6 months in 
duration and is divided into five teaching blocks and four assignments.
Block one 
(three days)
Assignment 
(four weeks)
1. Introduction to
behavioural support
ii. Environmental
accommodation — ► Background-
ill. Skills teaching assessment
iv. Direct intervention
V. Reactive strategies
vi. Behavioural
assessment
Assignment Block four
(four weeks) (one day)
Block two Assignment
(two days) (four weeks)
vii. Functionally Functional
equivalent — ► assessment
skills tæching Baseline
viii. Functional recording
assessment
Assignment 
(three months)
Block three 
(one day)
ix. Intervention 
development
Block five 
(two days)
Incident analysis Implementation of plan
“► Intervention — ► X. Periodic Service — ^  Periodic Service Review — ► Case review
design Review Quarterly Progress
Baseline recording Report
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Figure 1: Schematic representation of structure and timeframe of Particular Case 
Training
Figure 1 shows that five blocks were organised as 10 teaching units 
(numbered i to x). Each teaching unit included the measurement of staff 
competencies. A total of 52 core competencies were assessed. A 
description of the learning objectives of each unit and an outline of the 
method of assessment of each of the 52 competencies is presented in 
appendix 3 (see appendix 3). The training was delivered by the author and a 
colleague, who is a senior psychologist with postgraduate qualifications as a 
behaviour analyst. The course has recently been accredited by the Dublin 
Institute of Technology, and counts as five credits towards an M.A. in Social 
Studies.
Particular Case Training was delivered with 12 participant cohorts between 1994 
and 2000. Up to 20 staff participated in each training programme. Because staff 
outside the four regional services that were the focus of the current study 
participated in the programme, the average number of participants on each 
course from the four regional services was 11. Training was delivered during staff 
working hours from 9.30 to 5.00 each day and was off-site for the duration of the 
training blocks.
5. Research design
The main study was a repeated measures design. For 138 subjects, frequency of 
behaviour data is available at baseline and at follow-up. For 65 subjects, 
additional intervention data was available at first quarterly review as well as at 
follow-up and a repeated measures ANOVA was performed. The study also 
involved a multiple regression, which attempts to build a statistical model to 
explain the variance in the rate of behavioural reduction from baseline to follow- 
up.
6. Data analysis
The topography of the behaviour, the method of behavioural observation and the 
rationale for defining the target behaviour was unique for each of the 138 
individuals in the sample. The data set is therefore not likely to be homogenous.
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Traditionally, the method of treating data such as this is to regard them as a series 
of single case studies. Donnellan et al (1985) for example defined the outcomes 
of their intensive intervention in terms of the numbers of people who displayed a 
significant improvement at follow up. This method makes further exploration of 
the data difficult, and interpretations about the population from which the sample 
is drawn are problematic. To overcome these limitations, it was necessary to 
transform raw data on the rates of behaviour at intervention and follow-up into T 
scores by expressing them as a percentage of the rate of the behaviour at 
baseline. The baseline rate of the behaviour was therefore treated as 100% in 
each case. The average reduction in the rate of the behaviour can then be 
reported. This method is favoured in other behavioural outcome studies of larger 
samples (e.g. Wacker et al, 1998). Substantial improvement was defined as a 
reduction to between 0 and 29 percent of baseline, moderate improvement was 
defined as a reduction to between 30 and 69% of baseline; no behaviour change 
was defined as any rate of behaviour between 70 and 130% of baseline and 
behavioural increase was defined as an increase of greater than 130% of 
baseline.
To test hypothesis 1, that there is a significant reduction in the rates of challenging 
behaviours after three months of implementation of behaviour support plans and 
at follow up, two tests were performed. First, a one tailed paired t-test was 
performed to test the significance of the difference between the baseline and 
follow-up rates of the behaviour. Second, where first quarterly data was available, 
a repeated measures ANOVA was used to test the significance of the reduction 
across the three time periods; baseline, first quarter and follow-up.
To test hypothesis 2, that there is strong positive correlation between the rate of 
behaviour change and the level of implementation of behaviour support plans, a 
Pearson correlation was calculated between Periodic Service Review score and 
the reduction in behaviour at follow-up. In addition, an independent sample t-test 
was performed to test the significance of the difference in behaviour change 
between subjects for whom Periodic Service Review was implemented and those 
for whom Periodic Service Review was not implemented.
To test hypotheses 3-6, additional factors that might be associated with the 
hypothesised reductions in target behaviours, six independent variables were 
selected (type of behaviour, age range, gender, level of disability, location, role of
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the person conducting the functional assessment), and compared with the rate of 
behaviour change at follow-up using independent t-tests or one way analysis of 
variance as follows;
To test hypothesis 3, that there are significant differences in the rate of behaviour 
change for different types of behaviour, a one way analyses of variance was used.
To test hypothesis 4, that there is significant difference in the rate of behaviour 
change between people living in large residential settings and those living in the 
community, an independent t test was used.
To test hypothesis 5, that there is a significant difference in the rate of behaviour 
change between children and adults, an independent t test was used.
To test hypothesis 6, that there is a significant difference in the rates of behaviour 
change between cases where positive behavioural support is applied by direct 
care givers and those applied by psychologists, an independent t-test was used.
To test hypothesis 7, that the rate of behaviour reduction from baseline to follow- 
up could be predicted from a set of independent variables, a regression analysis 
was performed. The predictor variables were: type of behaviour (recoded as 
dichotomous data), age range, gender, level of disability, location, staff role and 
presence of Periodic Service Review. These variables were initially entered into 
an equation to predict the response variable. The variable or variables with the 
smallest partial correlation coefficient were removed if their F statistic is less than 
an F to remove criterion. Variables were removed until the amount of unexplained 
variance in the response variable is minimised.
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Results
1. Description of the referred sample
Functional assessments were implemented on 138 people with challenging 
behaviours. Table 3 presents the type of behaviours on which functional 
assessments were performed. For each type of behaviour the number of clients 
exhibiting behaviours in each frequency category is given (see table three).
Table 3: Number of people in each behavioural and frequency category
Type of behaviour Hourly Daily Weekly Monthly
Physical aggression 7 18 35 7
Self-injurious behaviour 6 15 7 3
Property destruction 3 3 3 1
Non-compliance 3 6 1 1
Obsessive compulsive 
behaviour
4 4 1 0
Verbal aggression 4 2 1 0
Other 2 0 1 0
Total 29 48 49 12
Cumulative Total 29 77 126 138
Table 3 shows, for example, that physical aggression was the target behaviour 
for 67 clients (49% of the sample), and self-injurious behaviour was the target 
behaviour for 31 clients (22% of the sample). In addition, 77 target behaviours 
(56%) occurred at least weekly, and 29 target behaviours (21%) occurred at 
least hourly.
Further background information about the sample is provided in table four (see 
table four). Table 4 shows, for example, that of the 67 people referred with 
physical aggression as the target behaviour, 41 (61%) lived in community 
settings, 58 (86%) were male, 39 (28%) have a severe or profound teaming 
disability and 27 (40%) were aged between 20 and 29 years (table four).
-37
Table four: Characteristics of the referred sample
Type of behaviour
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Physical aggression 41 26 58 9 2 26 39 4 13 27 23
Self-injurious behaviour 16 15 24 7 0 10 21 4 5 13 9
Property destruction 2 8 8 2 0 2 7 0 2 3 5
Non-compliance 10 1 7 4 2 6 3 0 1 7  3
Obsessive compulsive 6 3 6 3 0 3 6 0 1 5  3
behaviour
Verbal aggression 6 1 2 5 1 0 6 1 1 3  2
Other 3 0 3 0 0 1 2 0 1 0  2
Total 84 54 108 30 5 48 85 9 24 58 47
Chi squares were calculated to test for association between the type of target 
behaviour and each of the background variables. No association was found 
between the type of behaviour selected for assessment and type of residential 
setting = 16.9, df =13, p > .01), gender = 15.5 df =13, p > .01), level of 
learning disability (%- = 18.7 df =20, p > .01) or age range (%^ = 21.1 df =27, p > 
.01).
2. Behaviour change
2.1 Categories of behaviour change
The degree of behaviour change is the average monthly rate of the behaviour 
over three months expressed as a proportion of the baseline rate. Behaviour 
change is summarised in terms of four categories of change (tables 5 and 6), and 
then in terms of the mean degree of behaviour change (table 7).
Table 5 presents the categories of behaviour change at follow up (an average of
22.5 months after commencement of intervention).
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Table 5: Categories of behaviour change at follow-up (n =138)
Category of behaviour change N %
Substantial improvement (reduction to less than 30% of 
baseline)
106 77%
Moderate improvement (reduction to 3 0 -  70% of baseline) 18 73%
No change (71 -  729% of baseline) 11 8%
Behaviour increased (increase to more than 30% of baseline) 3 2%
Total 138
Table 5 shows that 77% of the group have made a substantial improvement 
(defined as a reduction to between 0 and 30% of the baseline rate of the 
behaviour) after the implementation of multi-element behaviour support plans.
Behaviour recordings in the third month after commencement of intervention were 
also available for a subset of the sample (n = 65). Table 6 presents the level of 
behaviour change along with follow up data for these subjects (see table 6). The 
average length of time before follow-up for this subset was 21.7 months.
Table 6: Category of behaviour change first quarter and follow-up (n = 65).
After 3 months Follow-up
Category of behaviour change N % N %
Substantial improvement (reduction to less 
than 30% of baseline)
21 32% 51 78%
Moderate improvement (reduction to 30 -  70% 
of baseline)
32 49% 7 10%
No change (71 -129%  of baseline) 12 19% 5 5%
Behaviour increased (increase to more than 
30% of baseline)
0 0% 2 0%
Total 65 65
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Table 6 shows that 21 people exhibited substantial improvements in behaviour by 
the third month of intervention and 51 made substantial improvements by follow- 
up.
2.2 Degree of behaviour change
Figure 2 and tables 7 and 8 refer to the percentage change in the rate of the 
behaviour. Figure 2 presents a graph of the average percentage behaviour 
change from baseline to follow up. The degree of change from baseline to first 
quarter and from first quarter to follow-up for the 65 subjects for whom first 
quarterly data is available is also represented in figure 2 (see figure 2).
Figure 2: Mean percentage t>ehavlour change from baseline to follow-up.
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Table 7 presents the means and standard deviations of the percentage behaviour 
change at follow up (n = 138) and at first quarter and follow up (n = 65).
Table 7; Means and standard deviations of percentage changes in behaviour
Average % change in behaviour
N
First quarter 
Mean Sd
Follow- up 
Mean Sd
Total sample 138 - - 73.2 33.2
Sample subset 65 55.0 26.1 72.9 36.1
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The results in table 7 show that the average reduction in baseline rates at follow-up 
is 73.2%. A one tailed paired t-test found that this reduction is statistically 
significant, (t = 4.65, df = 137, p < .001).
Based on the means and standard deviations of the transformed data presented in 
table 7, an ANOVA repeated measures was performed. Mauchly’s test of 
sphericity is a test for random error within subjects. This test was significant 
(Mauchly’s W = .868, p < .01), and so no adjustment to the degrees of freedom was 
required in the calculation of the F ratio. Table 8 presents the results of the ANOVA 
repeated measures across the baseline, first quarter and follow-up rates on 
behaviour for the sample subset.
Table eight: Anova repeated measures on behaviour at baseline, first quarter 
and follow-up
Source of Sum of Squares Mean Squares
variance df F p
Time 187363.76 2 93681.882 190.6 <.001
Error 62914.38 128 491.58
Table 8 shows that the difference between the rates of behaviour overtime is 
significant (F = 3.64, df = 2,128; p < .001, providing further evidence of significant 
reduction in the rates of behaviour over time. This reduction is significant both from 
baseline to first quarter (t = 1.96, df = 64, p < .001) and from first quarter to follow- 
up (t = 3.96, df = 64, p < .001 ). Taken together with the result of the one-tailed t 
test above, these results provide evidence for hypothesis 1, that there is a 
significant reduction in the rates of challenging behaviours after three months of 
implementation of behaviour support plans and at follow up.
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3. Implementation of behaviour support plans
Periodic Service Review was used to record the proportion of interventions 
implemented for 63 clients. The average percentage of implementation was found 
to be 64% (Sd = 26.4). To test the hypothesis of an association between the 
degree of behaviour change and the average implementation of Periodic Service 
Review, a Pearson correlation was calculated. This resulted in a low positive 
relationship between the variables (r = 0.33, p > .05). Accordingly, no evidence was 
found to support hypothesis 2, that there is strong positive correlation between the 
rate of behaviour change and the level of implementation of behaviour support 
plans.
Table 9 presents the means and standard deviations of the percentage behaviour 
change at follow-up between cases for which a Periodic Service Review was 
implemented and those for which Periodic Service Reviews was not implemented.
Table 9: Comparison of percentage behaviour change with and without PSR
Mean Sd t P
With PSR 70.9% 28.5 .71 >.05
Without PSR 75.0% 36.8
Table 9 shows that there was no significant difference between the effectiveness of 
plans with and without Periodic Service Reviews.
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4. Factors associated with behaviour change
Table 10 shows the average percentage behaviour change for each behaviour by 
characteristics of gender, age range, level of disability, location and role of the 
participant.
Table 10: Degree of behaviour change by characteristics of the sample
N Mean 
Chanae(%)
Sd F ort df P
Behaviour
Physical aggression 67 75.9 33.7
F = .87 5,129 > .05
Self-injurious behaviour 31 66.6 43.0
Property destruction 10 72.0 20.0
Non-compliance 11 76.9 14.6
Obsessive compulsive behaviour 9 70.2 28.8
Verbal aggression 7 71.9 31.2
Other^ 3 81.9 13.0
Gender
Male 108 72.6 34.5
t = 0.39 136 > .05
Female 30 75.2 28.5
Age range
0 - 9  years 9 86.4 16.9
F = 0.82 3,134 >.05
10-19 years 24 73.5 29.3
20 -  22 years 58 74.6 36.4
30 + years 47 68.3 33.9
Level of disability
Mild 5 81.7 11.4
F = 1.08 2,135 > .05
Moderate 48 77.7 31.3
Severe / profound 85 69.9 34.5
Location
Community service 84 78.6 29.4
t = 2.45 136 <.05
Large residential service 54 64.7 37.1
Role of staff member
Psychologist 19 67.2 38.0
t = 0.84 136 > .05
Care giver 119 74.1 32.5
 ^other category was e)œluded from analysis of variance iDecause of small cell size (n = 3).
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Table 10 shows a significant difference in the rates of behaviour change in 
community based services and in large residential settings. Frequencies of 
behaviour reduced by an average of 14.1% more in community based settings 
than they did in large residential settings. Accordingly, the results provide support 
for hypothesis 4. No significant effects were found for type of behaviour 
(hypothesis 3), age range (hypothesis 5), and level of disability. In addition, no 
significant difference was found between the rate of behaviour change associated 
with the plans implemented by psychologists and those implemented by direct 
care staff (hypothesis 6).
5. Prediction of behaviour change
To test hypothesis 7, that the rate of behaviour reduction from baseline to follow- 
up could be predicted from a set of independent variables, a multiple regression 
analysis was conducted to attempt to construct a statistical model to account for 
the variance in degree of behaviour change on the basis of the above variables. 
The response variable was the percentage reduction in baseline rates of 
behaviour at follow up. The regression analysis began by entering the following 
variables into the regression equation; type of behaviour, gender, age range level 
of disability, location, staff role, the presence or absence of Periodic Service 
Review, and all level two interactions between those variables. After 8 steps, all 
variables were removed with the exception of location. These results are 
summarised in table 11 :
Table 11: Analysis of variance results of regression analysis
Source of variance Sum of 
Squares
df Mean
Square
F P
Regression 6345.9 1 6345.4 5.96 < .05
Residual 144852.4 136 1065.8
Total 158887.5 137
The results of regression analysis suggested that the degree of behaviour change 
is only associated with the type of service setting. The p value (p = .015) is 
statistically significant. However the R^  values (Multiple R-Square = 0.04, 
Adjusted R-Square = .03) did not indicate that the model was a good linear fit. 
Accordingly, hypothesis 7 was not accepted.
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Discussion
1. inteiprefation of main fmdmgs
The present study provides some initial evidence to support the effectiveness of 
positive behavioural support for people with challenging behaviours in ordinary 
service settings. Longitudinal research suggests that typically challenging 
behaviours are chronic in nature (e.g. Allen and Felce, 1997) and according to a 
study by Kieman and Alborz (1996) they show a “œnsiderable persistence in 
individual challenging behaviours over (a) five-year period” (p 190). The clients in 
the study posed significant challenges to services. They were referred by regional 
services from a prioritised waiting list, which means that their behaviours were 
among the most severe in an organisation which provides services to a large 
number of people with severe challenging behaviours, according to a survey by 
McClean and Walsh (1995). The most important result was substantial 
behavioural reductions in 77% of a sample that received positive behavioural 
support. The study also provides support for Particular Case Training as a model 
of service delivery that relies primarily on local direct care staff to conduct 
functional assessments and to design, implement and manage their behaviour 
support plans. The study therefore has implications for the delivery of services to 
people with intellectual disabilities, and also for the role of the clinical psychologist 
in those services.
Hypothesis one: That there is a significant reduction in the rates of challenging 
behaviours after three months of implementation of behaviour support plans and 
at follow up.
The present study found that behaviours reduced on average by 73% at follow up. 
This reduction was statistically significant. Further evidence of a reduction in rates 
of challenging behaviours is provided by the results of the repeated measures 
ANOVA for 65 cases. This shows that the reduction across three time points was 
also statistically significant.
The inference of a causative link between the application of positive behavioural 
support and the findings of reductions in challenging behaviours is strengthened 
by the following features:
(1) Multiple behaviours were recorded across 138 individuals over a seven year 
period
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(2) Behaviour recording was carried out continuously during baseline, intervention
and follow up phases;
(3) Target behaviours had longstanding histories and were of a type that would 
not ordinarily improve without direct, effective intervention and
(4) Interventions were applied across individuals with varying ages, levels of 
disabilities, and personal backgrounds and in a range of settings.
The study therefore meets the criteria for a type III case study established by 
Kazdin (1981), and therefore valid inferences may be drawn from the data.
The finding corroborates a range of studies which have reported significant 
behavioural improvements in typical service settings (e.g. Wacker et al, 1998; 
Derby et al, 1997, Sasso et al, 1992). In particular, the study corroborates the 
findings of Donnellan et al, (1985) who found decreases in target behaviour for 15 
out of 16 people with challenging behaviour, and concluded that positive 
behavioural supports are effective for people with challenging behaviours. The 
present study has some advantages over the Donnellan study:
(1) Follow up data was taken an average of only 2.9 months after 
commencement of intervention in the Donnellan et al study. The present 
study collected follow-up data an average of 22.5 months after 
commencement of intervention. Given that long term maintenance of 
behavioural reductions in is a critical element in the evaluation of the present 
study, the present study provides additional evidence of the effectiveness of 
positive behavioural support.
(2) Positive behavioural supports were delivered by behaviour specialists who 
were part of intensive support teams in the Donnellan et al study. Positive 
behavioural support was applied by existing frontline care staff in the present 
study and similar levels of behavioural reduction found were similar to those 
reported by Donnellan et al. Given that there is a shortage of specialists in 
many services, and that coverage of service is a critical feature of any 
comprehensive service for people with challenging behaviours (Emerson et al, 
1996), the findings in the present study are important. They suggest that by 
equipping care staff to apply positive behavioural support a better coverage of 
service may be achieved, since direct care staff are likely available in greater 
number than specialists.
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(3) Data collection at baseline and follow-up were collected in periods of three to 
seven days in the Donnellan et al study. Baseline data was collected over a 
minimum of four weeks in the present study and over three months at follow- 
up, and the longer duration of behavioural recording strengthens the 
inferences that may be drawn from the observed behavioural reductions in the 
present study.
(4) In the Donnellan et al study, the interpretation of the degree of behavioural 
change relies on visual inspection of graphs of the weekly rates of behaviour. 
The present study presents decreases in behaviour in terms of the actual 
percentage reduction in behaviour, and may provide more objective evidence 
of change in the dependent variable.
The present finding is also consistent with the findings of Baker (1998), who 
reported reductions in incidents of challenging behaviours for five individuals. 
Behaviour support plans were devised through a staff training process that was 
similar in content to the one used in the present study. The staff training in the 
Baker study was of significantly shorter duration (a total of 9 hours of contact time 
over three months compared with 54 hours of contact time over six months). One 
of the questions that the Baker study raises in relation to the present study is 
whether the behavioural reductions found in the present study could have been 
achieved with a training process of shorter duration. A second way in which this 
study differed from the Baker study is that follow-up data was taken 2 - 3 months 
after the commencement of intervention, compared with an average of 22.5 
months after commencement of intervention in the present study..
The study contrasts with the rather pessimistic findings of Stancliffe et al (1999), 
which like the present study attempted to use an ANOVA repeated measures to 
demonstrate changes across time associated with the setting of behavioural 
targets for 130 people with challenging behaviours. The major difference between 
the two studies is the use in the present study of a clearly defined methodology of 
staff training, and a systematic approach to assessment, design and 
implementation of multi-element behaviour support plans. The Stancliffe et al 
study found no evidence of change in the rates of challenging behaviours over a 
four year period, even when behavioural objectives were set as part of an 
individualised planning process. It provides further evidence that challenging 
behaviours persist in the absence of specific interventions. The present study
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found evidence of substantial reduction in the challenging behaviours of 77% of a 
referred sample, and the contrast between the two studies provides some 
additional support for a distinctive contribution of the interventions in the present 
study to the reductions in challenging behaviours.
A number of authors have raised concerns about the feasibility of conducting 
functional assessments in typical service settings. The most commonly cited 
concerns are the length of time required to complete of functional assessments 
(Sturmey, 1995; Applegate, Matson and Cherry, 1999; Lerman and Iwata, 1993; 
Iwata et al, 2000) and the fact that implementation may require considerable 
training and expertise (Spreat and Connelly, 1996; Emerson and Emerson, 1987). 
Emerson & Emerson, 1987, for example cited three factors which appeared to be 
particularly salient in explaining the frequent failure to achieve lasting change 
using behaviour modification in large residential settings: (a) the inconsistent 
application of interventions by care staff, (b) the utilisation of overly simplistic 
interventions and (c) the failure to attend to the features of organisations that 
evoke or inhibit new performances. The present findings act as a possible 
corollary to the findings of Emerson and Emerson by suggesting that when staff 
are trained, when functional assessments are comprehensive and when 
interventions are designed on the basis of function, substantial reductions in the 
rates in challenging behaviours may be observed.
For fourteen cases (10% of the sample) in the present study, behaviours either 
did not change or increased. A weakness of the present study is that any analysis 
of the reasons for lack of progress is largely anecdotal. In five cases of the 
fourteen cases, there appeared to be a coherent understanding of the function of 
the behaviour which was supported by the evidence of incident analysis, but 
critical elements for the behaviour support plan were not implemented. In one of 
these cases, for example, the hypothesis was that the behaviour of physical 
aggression was positively reinforced by ingestion of cigarette ends The 
recommended intervention plan involved a key environmental accommodation 
(regular delivery of nicotine in the form of unused tobacco) which was put to an 
ethics committee and rejected on the ground of ttie inability of the client to give 
informed consent. Most cases of multi-element behavioural support, however, do 
not rely on a single pivotal intervention. The main advantage of multi-element 
behavioural support over single element intervention is that any one of a number 
of recommended interventions may be expected to lead to behavioural reduction.
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A multi-element behaviour support plan usually includes attempts to minimise the 
likelihood of environmental setting events, to remove triggers to challenging 
behaviours, to prompt desired behaviours, to differentially reinforce desired 
behaviours over target behaviours and to introduce environmental changes and 
new skills which promote lifestyle improvement. Behavioural reduction may follow 
from implementation of any one of these sets of strategies. However, when one 
intervention is pivotal and cannot be implemented, behavioural reduction is 
unlikely.
Of the fourteen cases in which behaviours either did not change or increased, 
there were three cases in which an identifiable organic condition had an 
unpredictable effect on the likelihood of behavioural occurrence (i.e. tuberous 
sclerosis, phenylketyl uria and cerebral aneurysm). It is important to note that the 
presence of an underlying organic cause for challenging behaviour does not, by 
itself, appear to alter the efficacy of interventions based on functional analysis 
(Iwata et al, 1994). However, in these three cases at least, it seems plausible that 
the changing nature of the organic condition may have adversely affected the 
validity of the functional assessments. Functional assessment may rarely, if ever, 
identify all of the variables that evoke or inhibit challenging behaviour in real-life 
settings. For the majority of the cases in the study, substantial reductions in the 
rates of challenging behaviours were found. In service-based research, it may be 
that the critical question is not whether the functional assessment is complete, but 
whether it is adequate to enable care-givers to make a difference in the person’s 
life.
Hypothesis 2: That there is a strong positive correlation between the rate of 
behaviour change and the level of implementation of behaviour support plans 
A Periodic Service Review score, which is the percentage of interventions 
implemented was available in 63 cases in the present study. The average 
Periodic Service Review score was 64%, indicating that almost two thirds of all 
recommended intervention were in place nearly two years after commencement 
of intervention. However, only a low positive correlation was found between the 
Periodic Review Score and the rate of behavioural reduction. The hypothesis was 
therefore not accepted. There may be a number of reasons for this negative 
finding.
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(1) Periodic Service Review may not adequately measure the intensity of 
implementation, in an individual Periodic Service Review, each element of 
the behaviour support plan is weighted equally. Implementation of a critical 
intervention, such as teaching a functionally equivalent communication skill 
may be accorded the same score as some less functionally relevant 
environmental accommodation, such as introducing a new recreational activity 
to the person. Thus, the Periodic Service Review score may not adequately 
represent the intensity of implementation of functionally relevant interventions.
(2) Periodic Service Review is a process instrument. It records the 
implementation of an intervention rather than the quality of the 
implementation. For example, a functionally equivalent skill may be recorded 
as implemented if there has been a minimum of five training sessions per day. 
However, the density of skills teaching sessions required before the person 
uses a skill for spontaneous requesting may be greater than five per day. In 
this example. Periodic Service Review would record an intervention but 
without spontaneous use of the skill, the intervention should not yield a 
therapeutic effect. Conversely, an intervention may be responsible for a 
therapeutic effect without achieving the standard for implementation defined in 
Periodic Service Review. Perhaps a measure of implementation that 
monitored the proportion of outcomes achieved by the client (crediting a 
functionally equivalent skill as implemented, for example, only when the 
person is performing the skill spontaneously), would provide evidence of a 
more direct relationship between implementation and behavioural reduction.
(3) A third reason for the failure to find a strong correlation between behavioural 
reduction and PSR score is the possibility there may not be any linear 
relationship between behavioural reduction and the implementation of 
effective behavioural supports. For one individual, implementation of a single 
intervention may be sufficient for behavioural reduction; for another person it 
may be necessary, for example to implement several elements of a behaviour 
support plan in combination before a therapeutic effect is achieved. For 
example, a person may acquire a functionally equivalent skill and even use it 
spontaneously, but require differential reinforcement of that skill before the 
target behaviour is replaced. The ways in which the individual elements of a 
behaviour support plan may combine to produce behaviour change are 
myriad and may well be idiosyncratic. There is no obvious reason to expect
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that they would combine in the cumulative way required for the acceptance of 
this hypothesis.
However, the failure in this study to find a clear association between behavioural 
reduction and the level of implementation of behavioural support is important. It 
leaves open the possibility that the behavioural reductions found in the present 
study were due to non-specific factors associated with the Particular Case 
Training process rather than the specified elements of behaviour support plan.
For example, behaviours may reduce as a function of the time spent with the 
individual during functional assessment or intervention rather than as a function of 
the implementation of the interventions themselves. In at least three cases in the 
present sample, care-givers noted that behaviours reduced at the same time as 
baseline recording began. This is not an uncommon finding (e.g. Baker, 1998). 
While one may hypothesise that this effect was because the function of the 
behaviour was to achieve the type of attention delivered during behaviour 
recording, the fact remains that in these three cases behavioural reduction was 
associated with a non-specific factor. The possibility that non-specific factors 
contribute to the efficacy of therapy is a also a feature of research into the 
effectiveness of other forms of therapy, and has led many authors to identify 
qualities in the relationship between therapist and client to explain therapeutic 
outcomes (e.g. Shapiro and Shapiro, 1982). Elsewhere in this thesis, {Functbnal 
analysis and the constmction of reciprocity), for example, a theory was proposed 
to explain the efficacy of positive behavioural support in terms of the construction 
of reciprocity between care giver and care receiver. It was argued that staff 
explanations of challenging behaviours may be susceptible to specific patterns of 
attributional bias, so that intentional attributions (Malle, 1999) may be more likely. 
When conducting functional assessments that identify a range of environmental 
causes for challenging behaviour, explanations of behaviours in terms of the 
intention of the person may be replaced by explanations in terms of situational 
variables. These situational variables may in tum predispose the staff member 
towards more constructive interactions with the client in the absence of further 
intervention. Other components of the assessment, such as the functional 
communicational assessment may enable a care-giver to construct a client's 
behaviours as meaningful attempts at social exchange, which may be naturally 
reciprocated instead of thwarted. The theory is highly speculative. But it serves to 
illustrate that fact that the findings of the present study should be treated with 
caution. The present study does not provide sufficient evidence of a causative
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link between the behavioural reductions observed and the specific elements of the 
behaviour support plan implemented.
No significant difference was found in the behavioural reduction associated with 
the 63 cases in which Periodic Service Reviews were used and the 75 cases in 
which Periodic Service Review was not used. This result was surprising. Clearly, 
effective behavioural reduction is possible without a formal quality assurance 
process. Very little weight can be attached to this negative finding, however, since 
it is possible that informal monitoring, support by local psychologists and 
managers, existing quality assurance practices and the quarterly progress reports 
were sufficient supported the implementation of the 75 cases in which Periodic 
Service Review was not present. The failure to find a better outcome in cases that 
utilised a formal Periodic Service Review serves to question whether this system 
is necessary for effective positive behavioural support.
Hypothesis 3: That there are significant differences in the rate of behavbur 
change for different types of behaviour.
A one way analysis of variance found no significant reductions in target 
behaviours across behaviour type. It has long been assumed that self-injurious 
behaviour was among the most intractable of challenging behaviours (e.g. Murphy 
and Wilson, 1985). Emerson and Bromley (1995) found that self-injurious 
behaviours are more likely to be hypothesised to serve self -  stimulatory functions 
than other behaviours. This might be taken as evidence of a greater likelihood 
that intra-individual factors play a greater role for self-injurious behaviours than 
social or tangible reinforcement, rendering the behaviour less responsive to 
manipulations of the external environment. In the present study the average rate 
of reduction of self-injurious behaviour was lower than that of any other behaviour, 
but not significantly so. Emerson and Bromley conclude that "topography appears 
to be a poor guide to behavioural function” (p397). In the present study 
topography was also a poor guide to the rate of behavioural reduction. The finding 
highlights the importance of basing intervention decisions on hypotheses of 
function rather than observations of topography.
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Hypothesis 4. That there is a significant difference in the rate of behavbur change 
among people living in large residential settings and those living in the community.
The present study found a significant difference between the rates of behavioural 
reduction among clients living in large residential settings compared with those 
found in clients living in community settings. It is important to note, however, that 
behaviours did reduce by an average of 65% in the large residential settings, and 
that of the 54 people in the sample living in large residential settings 34 (63%) 
made substantial improvements. The finding should not be interpreted in terms of 
a failure of laige residential settings to elicit or sustain behavioural reductions, but 
rather in terms of their relative weakness when compared with community based 
settings. Many studies that compare large residential settings with small 
community services (e.g. Felce deKock and Repp, 1986; Felce, Saxby, DeKock, 
and Repp, 1987) are highly critical of staff performance in the larger residential 
settings, though the effects of studies such as these on the morale of staff in large 
residential settings are rarely considered. However, any of a number of other 
factors may explain the difference found in the present study without reference to 
staff performance issues.
(1) Prevalence and severity of challenging behaviours in large residential settings. 
The two large residential settings in the present study provide services to a 
disproportionate number of people with challenging behaviours. The higher 
frequencies of challenging behaviours in these settings are likely to create 
severe demands on care - giver time, and so limit their capacity to engage in 
proactive behaviour support planning. McClean and Walsh (1995), in a survey 
of the population of people with intellectual disabilities in the Order’s services 
found that 60% of the people with intellectual disabilities in the two large 
residential settings exhibit challenging behvaiours compared with 18% of 
people in population of people with intellectual disabilities in the remaining 
services. The McClean and Walsh study also found that the distribution of 
severe challenging behaviours, defined in terms of a tissue damage criterion, 
were even more skewed towards the large residential settings. Similar 
findings have been found in other epidemiological studies (e.g. Russell and 
Harris, 1993). This factor is likely to have significantly impaired the capacity of 
large residential settings to provide the coverage service required by its 
residents with challenging behaviours. Thus, where one regional service 
(service D) was able apply positive behavioural supports to all of the people
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with challenging behvaiours on its prioritised waiting list through Particular 
Case Training, it may be many years before the large residential services 
achieve this level of coverage. The ongoing presence of people with frequent 
and severe challenging behaviours in large residential settings, with all of its 
concomitant effects on staff time, and staff stress and staff support, must be a 
factor in explaining the relatively lower rates of behavioural change in the large 
residential settings.
(2) Environmental constraints in large residential settings. The two large 
residential settings were constrained by a number of factors, including 
relatively poor quality of the physical environment, relative shortage of options 
for variety of meaningful activity, infrequent contact with family members, the 
relative restriction of access to community facilities and shortage of day 
placements. In one large residential setting, for example, many adults with 
severe challenging behaviours live in groups of nine, with 2 -3  staff available 
in support, and no programme of day activities outside of residential setting. 
The shortage of staff combined with the high dependency level of clients 
usually means that, in practice, residents only leave the unit as a large group, 
or at best in groups of three with one staff supervising. With these kinds of 
organisational constraints, the finding of substantial behaviour reductions 
reported in the present study is a testament to the creativity and determination 
of the staff concerned.
Hypothesis 5: That there is a significant difference in the rate of behavbur change 
between children and adults.
No significant difference between the rate of behavioural reduction in children and 
adults was found. This finding runs contrary to the intuitive expectation that 
adults’ challenging behaviours that are usually of very long standing are more 
resistant to change than the challenging behaviours of children (e.g. Dunlap and 
Fox, 1996). Care must be taken in interpreting this finding however, because of 
the fact that the sample in the present study was referred rather than 
representative of the actual levels of challenging behvaiours in the population of 
people with challenging behaviours at any one time. The present findings are not 
inconsistent with the possibility, for example, that children's challenging 
behaviours may more susceptible to change and that only those that do not
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respond to the ordinary behavioural interventions applied in service settings are 
referred for positive behavioural support. In addition, the present study does not 
have direct evidence that the behaviours of adults were of longer standing than 
those of the children in the sample.
Hypothesis 6: That there is a significant difference between the rates of behaviour 
change in cases where positive behavioural support is applied by direct care 
givers compared with those applied by psychobgists.
The present study found no significant difference in degree of behavioural 
reduction associated with the positive behavioural supports applied by caregivers 
and those applied by psychologists. Both care-givers and psychologists oversaw 
cases that achieved high levels of behavioural reduction. The finding provides 
some answer to Spreat and Connelly’s (1996) suggestion that "many staff 
members in positions to develop (behaviour support plans) lack the professional 
training to conduct such compbx analyses’’. Rather, the finding supports Iwata et 
al’s (2000) conclusion that the skills for conducting functional assessments can 
acquired easily and effectively by staff with little prior experience of behaviour 
analysis. Thus the finding may be interpreted as initial support for the central 
rationale of Particular Case Training; that training care-givers to conduct functional 
assessments and to design and implement behaviour support plans is at least as 
effective in reducing challenging behaviours as a model of service delivery that 
relies on specialist intervention. However, a central advantage of training care­
givers is that the coverage of service is far greater than could be achieved by 
relying on specialists alone, since there are far more care-givers than specialists 
in any given service setting.
Again, the findings must be interpreted with caution. First, the relative contribution 
of psychologist and care-giver can not easily be separated. In many cases, 
psychologists may have played a critical role in guiding the assessments and in 
maintaining the integrity of interventions designed by care staff. Conversely, the 
effectiveness of behaviour support plans designed by psychologists is dependent 
on their successful implementation by care staff. Second, it is possible that 
psychologists conducted functional assessments with more complex or more 
intractable cases than care-givers did. Without a measure of case complexity, any 
conclusion about the differential effectiveness of staff in these two roles is
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unwarranted. Finally, a weakness of the present study is that data relating to the 
prior training and experience of the staff was not available for analysis. It is 
estimated that 54% of the frontline care-staff in the present study were nurses. 
Staff who were enrolled as participants in Particular Case Training tended to be 
among the most experienced and influential in their services. Additional 
information about the qualifications and experience of participants would aid the 
selection of participants for Particular Case Training in the future.
Hypothesis 7; That the rate of behaviour reduction from baseline to follow-up 
could be predicted from a set of independent variables, namely; type of behaviour, 
age range, gender, level o f disability, location, role of the person conducting the 
functional assessment and the presence or absence of.a Periodic Service 
Review.
An attempt to construct a statistical model on the basis of the 6 independent 
variables was not successful. Only the location of the service predicted the rate of 
behaviour change, and the resulting model was weak. A wider range of variables 
may enable a stronger prediction of behaviour change, and this is discussed in 
section 4 below.
2. Limitations of the present study
A number of limitations of the present study must be considered before discussing 
its implications for service delivery.
2.1 Absence of a control group
The conclusions of the study need to be interpreted with caution in the absence of 
a control group. In the Order’s services it is not possible (or desirable) to take 
continuous behavioural recording without implementing behavioural supports, on 
ethical grounds. A control group would have provided stronger evidence that that 
the changes that occurred would not have occurred anyway over the time period 
of the study.
The absence of a control group means that the substantial reductions in eth rates 
of challenging behaviours observed in present study could be attributed to other 
factors. One factor that was not controlled in the present study was the fact that 
medication may have been used, and altered, throughout the duration study
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among a large subset of the sample. Aggressive behaviour is the strongest 
predicor of the use of psychotropic medication (Stone, Alvarez, Ellman, Hom and 
White, 1989). Fleming, Caine, Ahmed and Smith (1996) found that 69% of 118 
people resettled from long stay hospitals received psychotropic medication 
primarily for challenging behaviour, and only nine people (7.6%) had a psychiatric 
diagnosis. The efficacy of medication in the treatment of challenging behaviour is 
difficult to establish, because of the heterogeneity of intellectual disability, the 
difficulty of diagnosing mental illness in among people with cognitive, 
communicational and other disabilities and the lack of evidence from treatment 
trials (Clarke, 1997). In the present study, medication was likely to have been 
present for a long time before the introduction of positive behavioural supports, 
but a control group would be necessary to determine more definitively the 
incremental impact of positive behavioural support over medication.
The present study would also have been strengthened with the inclusion of a 
comparison group who received an altemative intervention, such as systematic 
instruction or Positive Futures Planning, might have controlled for some of the 
non-specific factors that may be involved in any therapeutic intervention such as 
time spent with the individual, change in attributions or the development of indices 
of an empathie relationship. In the absence of behavioural recording, an 
altemative way to establish control would be use rating scales of the frequency 
and severity of challenging behaviours in a control or comparison group (e.g. 
Lowe et al, 1996; Wacker et al, 1998). Rating scales have a number of 
disadvantages; behaviours may reduce, for example, while the subjective 
impression of their frequency remains, but their inclusion would have provided a 
useful adjunct to the behaviour recording in the present study.
2.2 Absence of recording of collateral behaviours
The present study did not include recording of collateral behaviours. Wacker et al 
(1998) for example included a measure of prosocial behaviours, and showed how 
these behaviours increased with a decrease in challenging behaviours. Similarly 
Derby et al (1997) measured the number of mands or request behaviours shown 
by the four individuals in their study, and concluded that their increase after 
functionally equivalent communication training provided evidence of the 
effectiveness of the intervention. And Donnellan et al, (1986) used an innovative 
measure of positive interactions between parents and children as evidence of 
change in collateral behaviours after intensive intervention. However, each of
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these studies had the advantage of deploying consultants with expertise in 
behavioural observation to record collateral behaviours. The absence of collateral 
recording in the present study is mitigated, to some extent, by the relatively large 
sample size, and may be explained in terms of the difficulty of asking care - staff 
to record collateral behaviours in a the context of scant resources without 
anticipation of a direct therapeutic advantage to clients. The present study would 
have been enhanced if the frequency of functionally equivalent responding was 
recorded for each individual in addition to the target behaviour. Future evaluation 
of Particular Case Training should consider this feature.
2.3 Absence of recording of quality of life outcomes 
A central feature of positive behavioural support is its emphasis on lifestyle 
change, yet the present study included no measure of quality of life in its 
evaluation. Although a serious weakness of the present study, the failure to 
assess changes in quality of life remains a feature of most outcome studies on 
people witii challenging behaviouia. In a review of 138 outcome studies on the 
treatment of self -  injurious behaviour, for example, Symons, Koppekin and 
Wehby (1999) found that only 29% included some quality of life measure, and that 
in even these quality of life was often vague and poorly defined, with the majority 
of evidence for quality of being impressionistic and anecdotal. In keeping with this 
trend, participants in the present study provide many anecdotes of the improved 
quality of life of clients who received Particular Case Training. Participants noted 
improvements such as increased choice, increased communication skills, 
increased opportunity to participate in preferred activity and increased 
predictability of scheduled activity; improvements which, if real, may be expected 
as a direct consequence of the behaviour support plans. A worrying impression, 
however, is that when quality of life is interpreted in terms of more objective 
lifestyle outcomes such as paid employment, community presence or community 
participation, positive behavioural support has not been associated with quality of 
life improvement. In the last five years, no resident of the Order’s two large 
residential services has moved to smaller community based accommodation due 
to a fall-off in government funding for new service development. Only a handful of 
people in the sample achieved paid employment in the community as a 
consequence of reduction the rates of challenging behaviours. The conclusion, 
impressionistic though it may be, is that Particular Case Training, by itself, is not 
sufficient to achieve important quality of life outcomes for people with challenging 
behaviours, and that an additional systems transformation is required.
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Meaningful measurement of quality of life is extremely complex (Schwartz and 
Baer, 1991; Hughes, Hwang, Kim, Eisenman and Killian, 1997), not least because 
an individual’s sense of quality of life is self-determined, and requires reference 
to the personal outcomes that each individual desires to achieve. However, this 
does not preclude the attempt to establish some objective index of quality of life 
as a dependent variable in the evaluation of an intervention. The work of Green 
and Reid (1996), who examined behavioural indices of happiness among adults 
with profound and multiple disabilities points to an important direction for future 
research.
2.4 Absence of fidelity checks to verify implementatbn 
According to Allen and Warzak (2000), the success of any intervention is 
dependent not only on its effectiveness and on its contextual fit, but also on the 
consistency with which it is implemented by care-givers. According to Lerman et 
al (1994) procedural drift is a common explanation of the failure to maintain 
effective behavioural interventions. The present study used Periodic Service 
Reviews in 63% of cases and participants filed quarterly progress reports in all 
cases, and these were designed to support the integrity of interventions overtime. 
Follow-up showed behavioural reductions an average of 22.5 months after the 
commencement of intervention, indicating that even if alterations in the 
implementation of interventions did occur over time, the behavioural reductions 
were retained. However, the present study provided no independent assessment 
of the integrity of the behaviour support plan over time.
The case for independent validity checks may be overstated. In Particular Case 
Training, where trained care-givers design and implement interventions 
themselves, it may be an advantage to permit the adaptation of inten/entions in 
the light of observations of their implementation rather than insist that the 
intervention remains faithful to the original procedures. Ongoing refinement and 
evolution of behaviour support plans may make more clinical sense than 
proceeding in the face of any short-comings that were not foreseen at the 
intervention design stage.
3. Implications of the study
3.11mplicatbns for service delivery
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The present study may be taken as initial evidence for the effectiveness of 
Particular Case Training as a model of service delivery. One of the most 
important implications of this finding is that Particular Case Training is capable of 
providing coverage to a large group of people with challenging behaviours. In the 
present study, 177 people received multi-element behaviour support plans, 
representing almost half of the entire population of people with challenging 
behaviours in the Order’s services.
Other results of Particular Case Training are less tangible. First, frontline staff, 
management and clinicians have a common framework and language for 
considering challenging behaviour and interventions. The multi-element model of 
behavioural support (presented in table 2 in the introduction) has been helpful in 
generating a range of options for working with people with challenging behaviour, 
particularly in crisis situations, and anecdotal evidence suggests that the use of 
restrictive reactive strategies has reduced as a consequence. Second, Particular 
Case Training has lead to a wider availability of local expertise. Instead of relying 
on expertise that is concentrated in the hands of relatively few specialists, 
behavioural expertise is spread across a much larger number of staff. This has 
undoubtedly increased the speed with which appropriate behavioural supports 
could be put in place in a crisis. In many cases trained staff have been able 
quickly to avert crises without the necessity to wait for specialist intervention.
Particular Case Training is also likely to be far less costly than altemative models 
of service delivery. Extrapolating from Allen and Lowe (1995), the costs of 
providing specialist assessment and intervention services in situ in today’s terms 
is estimated at IR£3,917 per capita, over and above the ordinary costs of 
community services to an individual. In Particular Case Training, the additional 
costs are primarily the costs of the training itself. If two senior psychologists train 
40 staff to implement 40 behaviour support plans per annum, the once off cost 
Particular Case Training over and above ordinary costs of day and residential 
services are approximately IR£960 per capita. The conclusion here is somewhat 
tentative, since the costs of the supports provided by local psychologists, by 
managers and by other support staff have not been quantified in either study. But 
the behaviour reductions found in the present study further question the wisdom 
of building expensive special treatment units for people with challenging 
behaviours if those people can effectively be supported in mainstream service 
settings.
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3.2. Implications for the role of the clinical psychologist 
A disadvantage with the specialist team model is the dependency that may be 
created on the expertise of the specialist. Just as special treatment units remove 
the need for mainstream services to develop the systems and competencies 
required to support people with challenging behaviours (Emerson et al, 1987), so 
specialist consultation may remove the need for direct care staff to develop the 
skills that the specialist brings to the consultation, and may therefore disempower 
staff. The present study found that the behaviour support plans designed by direct 
care-givers were at least as effective as those designed by psychologists, and the 
inference drawn was that Particular Case Training was an effective model for 
equipping staff to design effective behaviour support plans. The advent of 
Particular Case Training has changed the role of psychologists in the order’s 
services. Psychologists now find that their main role is to act as consultant to 
positive behavioural supports, whereas before the expectation was that the 
psychologist him- or herself would have the primary responsibility for functional 
assessment and the design of interventions. Consultation is often described as an 
indirect service delivery model because the consultant provides services to the 
consultée rather than directly to the client (Noell, Witt, LaFleur, Mortenson et al 
(2000). The research literature generally supports the efficacy of consultation by 
specialists as a means of supporting the interventions of care -staff (e.g. Harchik, 
Sherman, Sheldon and Strouse, 1992; Sheridan, Welch and Orme (1996). In a 
service where challenging behaviours are highly prevalent, consultation may be a 
far more expeditious model of service delivery than specialist intervention.
4. Furiher research
The present study may be regarded as exploratory. However it does suggest a 
number of directions for future research:
1. A content analysis of behaviour support plans
Further research could usefully identify which elements or cluster of elements are 
most associated with behavioural reduction. This would require an audit of 
behaviour support plans to identify which elements have been implemented, and 
a rating system for identifying the extent to which each element is based on the 
hypothesised function of the behaviour.
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2. Organisational factors affecting the effectiveness of behaviour support plans 
The present study found that the type of residential setting was associated with 
significantly different levels of reduction in rates of behaviour, although regression 
analysis did not suggest that this variable was a strong predictor of outcome. 
Further exploration is required. Variables that might be included in a more 
comprehensive regression analysis in future research include the previous 
training of the staff member, the type of setting, the regularity of individual 
supervision, a quantification of the consultation time given by local psychologists, 
the presence of other team members trained in positive behavioural support, the 
size of client group, the staff to client ratio, and the density of challenging 
behaviours of other clients in the same service setting.
3. Variations in Particular Case Training
If direct care staff can design and implement behaviour support plans that are 
associated with significant reductions in challenging behaviours, a logical 
extension of Particular Case Training is to train parents to examine whether the 
behaviour support plans they devise are associated with behavioural outcomes. 
Other logical extensions of the Particular Case Training process are (1) to train 
teams of staff to assess and design intervention for particular cases, as in Baker’s 
(1998) study, and (2) to evaluate any incremental benefits associated with 
specialist intervention teams by comparing rates of behaviour change associated 
clients who receive Particular Case Training alone versus clients who receive 
Particular Case Training and intensive team support in a two factor ANOVA 
repeated measures design.
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Conclusion
The present study involved the application of positive behavioural support to 138 
people who have intellectual disabilities and challenging behaviours and receive 
services from a single service provider. Substantial behavioural reductions were 
found in 77% of cases an average of 22.5 months after follow up. The study 
provides support for the effectiveness of positive behavioural supports. The study 
is distinctive because the functional assessments were conducted and behaviour 
support plans designed and implemented largely by direct care staff. The levels of 
behavioural reduction associated with the positive behavioural supports applied 
by direct care staff were not significantly different from the levels of behavioural 
reduction of plans associated with behaviour support plans designed by 
psychologists. The study therefore provides initial evidence for the utility of 
Particular Case Training as a model of service delivery to people with challenging 
behaviours, although in the absence of a control group, the results need to be 
interpreted cautiously. The primary advantage for services in which there is a high 
prevalence of challenging behaviours is that care staff are available to clients in 
greater number than psychologists, and so a service model that relies on care 
staff as the primary agent of behavioural change may achieve a greater coverage 
of effective service. The study is one of the few large longitudinal studies ever 
conducted in mainstream settings. The relatively large sample size allowed some 
initial exploration individual and organisation factors that may predict behaviour 
change. However, the only large residential settings were found to be associated 
with lower rates of behavioural improvement. Type of service was a very weak 
predictor of behavioural reduction, and further research is needed to identify the 
individual and organisational factors that promote the reductions of challenging 
behaviours. The study has implications for the role of the clinical psychologist, 
who may adopt a more consultative role under Particular Case Training, instead 
of being continually constrained by the demands of an ever expanding caseload.
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Appendix 1: Sample Quarterly Progress Report
First Quarterly Progress Report
Date of this Progress Report: 30 May, 1999
IDENTIFYING INFORMATION
Name: Sidney O’Brien
Address: 7 Hyacinth Park,
Gramscille,
Gotham.
Date of birth: 19-04-85
Date of assessment: 6-11 February, 1999
Referred by: Mr and Mrs O’Brien.
Behavioural consultant:
BACKGROUND INFORMATION UPDATE
Sidney was referred for a behavioural assessment by his parents, who are concerned about the 
frequency of Sid’s hair-pulling. They also requested that the assessment include an analysis of the 
behaviour of faecal smearing. An assessment was conducted in February, 1999 and a behaviour 
support plan was implemented over the last three months.
The following themes emerged from the assessment:
■ Difficulty tolerating or communicating excitement and fun without hair-pulling.
■ Very sociable: enjoys social play, especially with adults. Enjoys novelty. Great sense of humour.
■ Classroom activities do not suit him. Other children have a moderate level of learning disability.
The emphasis is on table-top, academic style activities, instead of vrief activities, movement 
communication and play.
■ Epilepsy. Behaviour more likely in the four days prior to a seizure.
The fimction of the behaviour is hypothesised as follows:
Sid’s behaviour can serve to communicate greeting and affection. It means that he is ready for social play 
activities which involve hugs and cuddles, or rough and tumble play. It represents a form of play that satisfies his 
intense curiosity for moving parts: noses, eyes and hair are like switches, buttons and levers, only better because 
you get all sorts of reactions when you press or pull or poke them.
The antecedent analysis also indicates that the behaviour has a number of secondary functions 
including to communicate that he has had enough of an activity, for example academic work, 
particularly if the activity does not have enough adult involvement. A minor function is to 
communicate tiredness and irritability, which is caused by an impending episode of epilepsy.
There have been no significant changes in the background information presented in the assessment 
report dated 11 February, 1999.
TARGET BEHAVIOURS
Description of the target behaviour Impressions and analysis of meaning of the behaviours 
(From the Behaviour Assessment Report...Please be 
specific)
1. Hair pulling: Sid holds and pulls other 
people’s hair.
Play. Sid’s behaviour can serve to communicate greeting and 
affection. It means that he is ready for social play activities 
which involve hugs and cuddles, or rough and tumble play. It 
represents a form of play that satisfies his intense curiosity for 
moving parts: noses, eyes and hair are like switches, buttons 
and levers, only better because you get all sorts of reactions 
when you press or pull or poke them.
2. Smearing faeces: Sid has a bowel 
motion shortly after going to bed. He 
then makes contact with the faeces with 
his hands and/or feet and transfers the 
faeces to the bed linen, the curtains, the 
walls and other parts of the bedroom.
Boredom. Smearing seems to be related to boredom in 
the mornings in his bedroom.
MONTHLY GRAPH OF BEHAVIOUR
Hair-pulling is recorded by calculating the percentage of 10 minute intervals in which the behaviour is 
observed.
Smearing is recorded by counting the number of mornings in which faeces has been observed within 
the bedroom.
Hair-pulling Smearing
10
Apr-99Baseline Mar-99 May-99
PERIODIC SERVICE REVIEW
Date of periodic service review 30.5.99
Component o f  plan +  /  - Comments
1. Social play every 20 minutes for 2-3 minutes each time. +
2. Pictorial communication timetable in place.
3. Skill: Washing hands and face. Teaching procedure implemented 
daily.
4. Skill: T want to play’. Teaching procedure implemented daily. +
5. Skill: Picture exchange teaching procedure implemented daily. +
6. Skill: Visit other children & reward contract implemented daily.
7. Reward contract implemented daily. +
8. Reactive strategy: redirection to activity outlined on picture schedule. +
9. Fortnightly contact with the family
10. Two Team meetings occurred within the last month +
11. PSR completed weekly. +
12. Data collection & graph are completed and up to date. +
Total 8/12
Percentage score 66%
EVALUATION OF PROGRESS IN THE LAST QUARTER
Sidney has made good progress in the last quarter, and his parents and teacher are pleased with his 
progress. He appeared to engage with the reward contract in the first week, and the satiation 
intervention appears also to have been effective. Picture exchange communication training 
commenced in the last quarter. Sidney has yet to produce the “let’s play” card spontaneously, 
although his teacher is confident he will do this. A priority for the next quarter is to provide play 
materials for his bedroom.
SPECIFIC OBJECTIVES FOR THE NEXT QUARTER
1. Maintain reduction in hair-pulling to less than 3% of 10 minute intervals.
2. Continue with interventions already in place.
3. Introduce picture time-table
4. Introduce play materials to the bedroom.
Signed
Behaviour Support Plan Update
Summary:
Date o f this update: 
Date o f assessment:
Identifying Information
Name o f  person: 
Name o f behaviour specialist:
Current level of intervention
Inactive L j
(None o f  the recommended interventions are in place  
at present)
Maintained
(At last some o f  the interventions are in place.)
Active with data collection Ü
(At least some o f  the interventions are in place, 
and data has been collected within the last 
quarter)
Active with Periodic Service Review E l
(At least some interventions are in place, 
data has been collected and the PSR  
fo r  the last month i s ...
67%
Current status of behaviour
Name of primary target behaviour: Hairpulling
Baseline monthly 17.3% Average rate in 1.9% 
rate 3rd month
Behaviour disimproved since baseline
(Increased by at least 30 % since baseline)
□
Behaviour unchanged
(70 - 130% of baseline rate)
□
Moderate improvement
(Decreased by at least 30% since baseline)
□
Significant improvement
(Decreased by at least 70% since baseline)
0
Recommendation
1. Close
(I f yes, please state why_
2. Continue
(Follow up again in three months
3. Schedule new case review
( I f yes, please state why______
0
j
4. Schedule new comprehensive behavioural assessment
( I f yes, please state why___________________
J
Comments
Identification of People with Severe Challenging Behaviours*
While the primary purpose of these questions is to identify people who present serious 
management problems such as biting, kicking, scratching etc. which result in injury to self or 
others, for example bruising, bleeding or other tissue damage, we would also like to include all 
individuals whose actions such as shouting/screaming at others or violence towards objects 
may not necessarily result in injury but do present serious management difficulties because of 
the threat, risk of injury or disruption to others.
CENTRE CODE:
CLIENT REGISTRA TION NO:
Does this person present serious management problems? Yes No
Does this person's behaviour cause injury to self or others? Yes No
Does this person's behaviour cause a threat or risk of
injury or serious disruption to others? Yes No
Does this person's behaviour seriously limit his or her
access to community facilities? Yes No
I f  the answer to any one o f the above questions is “YES”, 
please complete the next three sections.
The following is a list of 17 challenging behaviours. Six of the behaviours involve injury to 
others, one involves self injury and the remaining 10 are serious management problems which 
do not cause injury. Please use the three scales provided to establish a rating of the frequency, 
management difficulty and severity of each of tlie behaviours. Please base your rating on 
behaviour that occurred in the last month only.
* The person must be in the service for a minimum of three months
A . Fr e q u e n c y
Challenging Behaviour Frequency
Rating
L Punching or slapping or pushing 
or kicking others
2 Pinching or scratching others
3 Biting or pulling hair
4 Throwing things or using 
weapons
5 Other behaviour injurious to 
others (please specify):
6 Self Injury
7 Shouting or screaming
8 Verbal abuse
9 Withdrawn
10 Stereotypical or ritualistic 
behaviour
11 Damaging objects or property
12 Soiling or wetting self
13 Vomiting
14 Threatening harm
15 Stealing
16 Exposing body inappropriately
17 Other severe challenging 
behaviour (please specify):
Frequency Scale:
'i=neŸêr Nû knowledge of thi*
faehaviour ever occorring
7^ 0t at present Has occurred, but not in 
die past month
^S^cemt0tt<ûfy One to four times in the 
past month 
<y^ oftett More than four times in
in the past month
S^very often Daily or more often 
&=extrefmly often Hourly or more often
B. M a n a g e m e n t  D if f ic u l t y
Challenging Behaviour Management
Difficulty
Rating
1 Punching or slapping or pushing 
or kicking others
2 Pinching or scratching others
3 Biting or pulling hair
4 Throwing things or using 
weapons
5 Other behaviour injurious to 
others (please specify):
6 Self Injury
7 Shouting or screaming
8 Verbal abuse
9 Withdrawn
10 Stereotypical or ritualistic 
behaviour
11 Damaging objects or property
12 Soiling or wetting self
13 Vomiting
14 Threatening harm
15 Stealing
16 Exposing body inappropriately
17 Other severe challenging 
behaviour (please specify):
Dilïicuify Scaïer
î-n o  problem I  can iisualiy manage 
this Situation
l-$tightproblem  I can manage this
situation quite easily
’immoderate problem 1 find this situation 
quite difficult to 
manage, but I feel 
confident Î  can
AF^onsiderableproblem I  find this situation 
quite difficult to 
manage on ray own
^extrem e problem I simply cannot 
manage this 
situation without 
help
c. S ev e rity
Challenging Behaviour Severity Rating
1 Punching or slapping or 
pushing or kicking others
2 Pinching or scratching others
3 Biting or pulling hair
4 Throwing things or using 
weapons
5 Otlier behaviour injurious to 
others (please specify):
Severity Scale:
injury Did not appear to cause
pain or tissue damage to other person in the 
past month
2-m inor injury Caused superficial
scratching or reddening of the other 
person’s skin (eg. light slaps/hits, gentle 
pushes, hair pulling without force)* First 
aid or medical atteftiion were not needed
immoderate injury Caused moderate 
tissue damage to other person (e.g, 
Mtes/hits/kicks breaking the skin or 
resulting in hruisi»^. First aid attention 
was needed during the past month
4mserious injury Caused serious tissue
damage <e.g. cuts/wounds requiring 
sfitehing)' Inmeditde m e^ u l attention 
essential during dtepast month
Smvery serious injury Caused very serious 
tissue damage (eg. bones broken* deep 
lacerations/wounds}.. Hospitaüsations 
and/or certf/ied ahsencesfrom work 
necessary during the past month
Self Injury
Severity Seule:
l~«o injury Did not appear to cause
pain or tissue damage to self in the past 
month
Imminor injury Caused superficial
scratching or reddening of own skin (e.g 
light siaps/hits, gentle pushes, hair pulling 
without force). First aid or medical attention 
were not needed
3mrnoderate it^ury Caused moderate tissue 
damage to self (eg, bites/hits/kicks breaking 
the skin or resulting in bruising). First aid 
attention was needed during the past month
4m$erious injury Caused serious tissue
damage to self (e.g* cutsAvounds requiring 
stitching). Immediate m edial attention 
essential during the past month
5=^ >ery serious injury Caused very serious 
tissue damage to self (e,g, bones broken, 
deep lacerationsAvounds). Hospitalisations 
necessary dnring the past month
Appendix 3: Core competencies in the Particular Case Training process
Unit I. 
introduction to Behavioural Support
Participant will be able to;
1.1 List the components of a multi-element behaviour support plan
1.2 Define function
1.3 Explain the rationale for non-aversive intervention
Unit II. 
Environmental Accommodations
Participant will be able to:
2.1 Give examples of environmental accommodations
2.2 Explain the rationale for environmental accommodation
2.3 Plan an environmental accommodation
2.4 Implement an ecological analysis
2.5 Design environmental accommodations based on assessment themes and setting events
2.6 Implement environmental accommodations based as specified in written protocols
Unit III 
Skills Teaching
Partidpant will be able to:
3.1 List four categories of skills teaching
3.2 Explain the rationale for each category of skills teaching
3.3 Plan an Augmentative Communication skills teaching programme
3.4 Implement a cognitive and communication assessment
3.5 Design four skills teaching programmes based on assessment data
3.6 Implement skills teaching programmes as specified in written protocols
Unit IV  
Direct Interventions
Partidpant will lae able to;
4.1 Correctly identify different types of reward contract from written vignettes
4.2 Explain the rationale of a direct intervention
4.3 Plan the implementation of a direct intervention
4.4 Define t>ehavioural reward contract, cooperation training, antecedent control, satiation
4.5 Plan an assessment prior to co-operation training
4.6 Design a direct intervention based on assessment data
74-
UnitV  
Reactive Strategies
Partidpant will be able to:
5.1 List the stages in the development of a crisis and the appropriate response to each stage
5.2 List the stages of vertral escalation
5.3 Explain the rationale for the supportive stance
5.4 Explain the rationale of reactive strategies
5.5 Design a reactive plan based on assessment evidence
5.6 Implement reactive plan as specified in written protocol
Unit V I 
Behavioural assessment
Partidpant will be able to:
6.1 Submit a comprehensive Behavioural Assessment Report
6.2 Conduct data recording using a scatter-plot
6.3 Present a verbal report of the behavioural assessment, correcüy identifying five themes that 
are relevant to behavioural support
Unit V II
Functionally Equivalent Skills Teaching
Partidpant will be able to:
7.1 Discriminate objectives that are written in performance terms
7.2 Fill out a blank skills teaching protocol
7.3 Correctly identify a functionally equivalent skill from assessment data
7.4 Given three vignettes, correctly state which adaptations might benefit the learner
7.5 In a role play, correctly implement a prompt fading protocol
7.6 Based on video evidence, correctly implement a prompt fading protocol
Unit V III
Functional Analysis
Partidpant will be able to:
8.1 Submit a functional analysis
8.2 Design an inddent analysis based on the themes identified in the behavioural assessment
8.3 Submit a graph of data recording
8.4 Make a verbal presentation of the functional analysis
Unit IX 
Intervention Development
Partidpant will be abile to:
9.1 Develop the hypothesis of function using the analysis of meaning fomn
9.2 Submit a Behaviour Support Plan
75
9.3 Make a verbal presentation of the Behaviour Support Plan
Unit X  
Consultation skills
Participant will be able to:
10.1 Elicits guardian consent prior to assessment
10.2 Establishes reasons for referral prior to assessment
10.3 Establishes a schedule of team meetings
10.4 Elicits behavioural interventions from team members
10.5 Submits Periodic Service Review
10.6 Gives constructive feedback to team members
10.7 Trains team members in intervention protocols; establishes verbal competence, role play 
competence and in vivo competence
10.8 Submits quarterly progress report
10.9 Chairs a case review
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ABSTRACT
The present study identifies predictors of 
placement decision in families of young adults 
with learning difficulties. A theoretical model 
is developed, in which placement decision is 
conceptualized as a family developmental task. 
Analyses are based on a sample of 31 families. 
Data were collected on five sets of predictor 
variables: background characteristics of the
adult family member, background characteristics of 
the family, family coping and social support 
indices, family beliefs about out-of-home 
placement and family structure. The results 
indicate that second order processes need to be 
taken into account in the attempt to predict and 
understand how families decide on the placement of 
the adult family member. The findings are 
discussed in terms of (a) the study of families of 
people with learning difficulties, (b) 
intervention with families in the process of 
deciding on the future living arrangements for an 
adult family member and (c) the planning of 
residential services.
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’Homeostasis is not a broad enough concept to describe the 
internal restructuring of learning systems.... It is change 
rather than stability which we must account for"
Deutch (1956).
I N T R O D U C T I O N
Families are faced with countervailing social pressures as they 
decide on future living arrangements for a young adult family 
member with learning difficulties. On the one hand professionals 
emphasise normalisation, which typically means in-home care until 
the individual is 18 - 21, followed by community based residential 
placement. On the other hand, research has demonstrated the better 
quality of life available to people with learning difficulties who 
remain in the parental home (Beail 1988). For families the issue 
is how to provide for the individual’s best interests, but without 
sacrificing the time and resources of the family to the cause.
The factors influencing placement decision are largely unexplored. 
Existing research lacks a guiding theoretical framework with which 
to encompass the complexity and dynamism of families, on the one 
hand, and account for placement décision on the other. This 
absence of theory is associated with negative and oversimplified 
statements that risk steroetyping families who seek placements 
outside the parental home. Moreover, the dearth of studies in the 
area has left services without a data-base for planning family 
Î interventions, and preparing for residential needs.
I
I The present research is an exploratory study of the factors and
dynamics involved in families’ placement decisions. McCubbin and 
I Patterson (1983) suggest that in order to understand family
|i decisions it is necessary to examine (i) -he accumulation of
I" demands on the family, (ii) the resources at the family’s
|i disposal, (iii) the life-cycle stage of the family, and (iv) how
I these interact with the family’s organisation and established
I; patterns of functioning.
I
J The introduction which follows proposes family systems theory as a
t model capable of encompassing the family’s decision process. The
I systems model is then used as a framework for interpreting
existing, research.
-1 -
1.1 FAMILY SYSTEMS THEORY,
The purpose of this section is to establish criteria of a family 
systems model. It is proposed here that a systems model differs in 
four ways from models of individual behaviour.
1. A different unit of analysis.
The family is viewed as a system ; that is as a complex of 
elements in interaction (von Bertalanfly, 1967). Within a 
systems model, individual experience is not denied but is 
seen as one element in a pattern of interpersonal exchanges.
The notion of individual and family as separat 
analysis stems from family therapy, and the 
between first order and second order change 
1978). First order change is the result of consci 
by one or more individuals to do something 
Second order change involves alteration 
organisation and functioning ; properties which a 
the sum of the properties of the individual fami 
but which determine how each member behaves.
e units of 
distinction 
(Watzalick, 
ous decision 
differently.
of family 
re more than 
ly members,
2. A different model of explanation.
Events such as the behaviour of individuals are usually 
explained on the basis of linear causality. For example, 
John’s behaviour is caused by his mother’s anxiety. Systems 
explanation encompasses linear explanation, but requires an 
understanding of the associations between behaviours in terms 
of a circular process, whereby, for example, John’s 
misbehaviour and his mothers anxiety are parts of a recurrent 
pattern within the family as a whole.
Within systems thinking, 
explanation.
there are three levels of
1. Entropy
2. Homoestatis
3. Morphogenesis
systems which tend to reach the simplest 
least ordered state of equilibrium.
systems which strive to maintain the 
same state of equilibrium.
systems which are constantly 
evolving, and are defined by their 
capacity for self-differentiation.
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Deutch (1956) has pointed out that neither entropy nor 
homeostasis are concepts of a sufficiently high logical 
type t  to account for dynamic process in social systems. 
Entropy implies that the social system strives towards 
non-existence. Homeostasis reduces all change to mechanical 
oscillation around a point of stability.
Wilden (1980) establishes the following criteria of a 
morphogenic system
1. Self differentiation, or growth
2. A characteristic response; a set of possibilities 
which characterises the organisational level of the 
system.
3. Learning; The ability to modify the characteristic 
response.
4. Memory; the ability to reproduce past responses.
5. Homeostasis; stability within limits, including self- 
repair.
6. Stimulation: the system must be able to map its 
"environment" in order to deal with it. Some 
behaviour mediated by memory is therefore assumed 
e.g. language.
7. Redundancy; protection from random disturbances.
3. A different set of concepts.
The concepts used to describe systems also differs from those 
applied to the individual. This includes
(a) Descriptors of structure: Minuchin(1974) described
families in terms of
Hierarchy : the roles of family members 
External boundary : how permeable the system is 
Internal boudary : the alliances and splits within
the system
Organisation : Enmeshment/Disengagement : that is, 
the degree to which one member has an effect on the 
remaining members.
t  NOTE : cf Russell’s theory of logical types : an event can
only be explained by reference to the logical class of 
events to which it belongs (Whitehead & Russell 1908).
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(b) Description of functioning: The Milan and Palo Alto 
schools (Palazzoli et al, 1978; Haley, 1976) 
describe families in terms of :
Beliefs : the consensual meanings applied to behaviours 
and events in the family’s construction of reality.
Communication : every behaviour and absence of behaviour
is seen as a communication between 
family members
(c) Descriptors of process:
Life cycle : Mereder and Hill (1982) describe the 
family as developing through a series of stages, 
beginning with courtship and/or marriage and 
ending with the parent(s ) in old age. Leaving 
home is one family development stage. Haley (1980)
(1980) claims it is the most significant 
developmental task which families face, and 
that separation difficulties are the primary 
indication for family therapy.
Transition : the process by which families change.
: from one developmental stage to the next.
The sections which follow consider three 
explanation of transitions in families.
4. A different set of assumptions.
Systems theory brings two assumptions to intervention and 
research with families
1. The neutrality assumption: It is assumed that the
research is "neutral", in that it attempts to adopt the 
values of the family as a whole rather than those of its 
individual members.
2. The morphogenic assumption : Since families are systems 
which are constantly evolving, it is assumed that the 
family acts so as to maximise what it perceives as being 
adaptive, e.g. family integrity, personal growth.
SUMMARY
Criteria of a family systems model have been proposed : These 
are (i) a focus on the properties of the whole family, (ii) a 
morphogenic level of explanation, (iii; reference to the 
structure, functioning or process of the family, and (iv) 
adoption of the neutrality and morphogenic assumptions.
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I 1.2 TRANSITIONS IN FAMILIES
I
I This section reviews existing research on families of people
I with learning difficulties in terms of three models of
I explanation : linear, homeostatic and morphogenic. For each
I model, a hypothesis is proposed, and then considered in the
'i light of evidence from the literature.
; 1.21 THE LINEAR MODEL : I IMPACT
I The Hypothesis
I Much of the literature concerning families of people with
I learning difficulties is predictable in terms of the negative
I picture it conveys of family life: depression, guilt, social
I isolation and so on. The hypothesis of this body of research
I involves a simple cause - effect model (see figure 1).
Stressor--------------------^  Stress
(Presence of person (Reports of dissatifaction
with learning interpersonal conflict
difficulties Depression, anxiety)
FIGURE 1 : The Linear Model I .
The implication of this model is that the likelihood of an 
out-of-home placement decision may be predicted from the 
level of stress which the family experiences.
The Evidence.
Evidence for the impact hypothesis comes from (i) reports 
from parents of family life and (ii) measurement of stress 
experienced by family members.
Evidence does exist that families of people with learning 
difficulties are acquainted with innumerable stressors, some 
of which are related to the presence of learning 
difficulties. The most frequently reported stressors are the 
time spent caring for the family member (Beckman 1983), 
community attitudes towards learning difficulties ( Swaine 
and Eagle, 1987) and restrictions on parents’ social life ( 
I Wishart et al (1980). Many studies have looked for clinical
I manifestations of these difficulties. Burden (1980), for
I example, found that 50% of mothers showed depression (scores
I of 6 or above) on the Malaise Inventory, compared with 15% of
' mothers in a control group. Burden concluded that
1
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"The presence of a handicapped child does place
tremendous stress on most families and ...... the
likelihood mental ill-health does increase enormously."
Similar conclusions have been reached using the General 
Health Questionnaire (Tew and Lawrence 1975), the 
Questionaire on Resources and Stress (Kiharn et al, 1981) and 
the Psychiatric State Examination (Gath, 1977).
Little research effort has been devoted to examining the 
impact on fathers. Wishart et al (1980; described fathers as 
being less content than mothers with the support that 
services provided. Kazak and Marvin (1SS4) found that fathers 
did not have higher "Malaise" scores than fathers of 
non-handicapped children.
Sherman and Cocozza (1984) report that up to 50% of parents 
who seek out-of-home placement do so, in part, out of a 
concern for the detrimental effects that the member with 
learning difficulties could have on siblings. Kew (1975) 
reported a number of effects, such as attention seeking, 
jealousy and aggression. However, McCcnachie and Domb (1983) 
found that while about a quarter of siblings are harmed by 
their experiences (compared to a matched control group) about 
half make a positive adjustment, and are more tolerant, more 
aware of the consequences of prejudice, and more focussed 
about their future than the control group.
It has been assumed that the presence of a family member with 
learning difficulties will also have a negative impact on the 
parents’ marital relationship. There is much controversy 
about the rate of divorce in these families, although 
Stevenson et a l ’s (1978) figure of 1.5 times the rate in the 
local population is widely cited as a conservative index. 
Gath(1977) rated more marriages as "poor” among parents of 
children with learning difficulties than among parents of 
non—handicapped children. However, although all negative 
measures of the marital relationship were higher in the 
learning difficulties group, positive measures were also 
higher in this group. What is clear from this study is that 
the quality of marriages in the majority of families of 
people with learning difficulties remains stable - or is 
enhanced - regardless of the specific disability of the 
child.
Discussion.
Two conclusions emerge from this body of research:
1. The presence of learning difficulties can have; a
negative impact on family members in some families.
2. Not all families succumb to this negative impact,
and indeed some families appear to prosper from their 
experiences.
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However it is naive to expect to find 
relationship between a single family 
reported stress levels. The frequency o 
in the above literature demonstrates th 
likely is that vulnerability to the eff 
multifaceted nature, possibly more in 
explanation offered by Brown’s study 
depression (Brown and Harris 1978). 
follows considers factors which may 
thereby increase the likelihood of out-
any one-to-one casual 
characteristic and 
f conflicting findings 
23. What is far more 
acts of stress is of a 
line with the kind of 
of vulnerability to 
The section which 
mediate impact, and 
cf-home placement.
1.22 THE LINEAR MODEL II FACTORS MEDIATING IMPACT
The Hypothesis
The literature identifies two groups of factors as mediators 
of the impact of learning difficulties on families: the
characteristics of the person with learning difficulties, and 
the interpersonal factors within the family (see Figure 2)
Presence of- 
person with 
learning 
difficulties
Demands of family 
^  member with learn­
ing difficulties
Intrafamilial demands
STRESS
Fig: 2 Factors mediating impact
Although this hypothesis assumes a multivariate design, it is 
still a form of the linear model, involving multiple chains 
of cause and effect. The implication far placement decision 
is that out-of-home placement may be predicted from the 
number of stressors impinging on the family.
The Evidence.
The characte 
dif ficulties 
impact and pi 
discriminant 
that the mo 
between in­
institution 
behavioural 
parents of 
less than 65 
than parents 
children who 
controls. In
ristics of the family 
have been prominent in 
acement decision since the 
function analysis, Eyman 
st significant variables 
home placement and pla 
were IQ less than 53, phy 
disturbance. Wishart et a 
children whose development 
reported significantly hi 
of non-handicapped'childre: 
se DQ was greater than 65 
other studies, however, in
camber with learning 
discussions of both 
early seventies. In a 
st a l , (1972) found
which discriminate 
cement in a large 
sical disability and 
1 (1980) found that
si quotient (DQ) was 
gner malaise scores 
1 , whereas parents of 
did not differ from 
cellectual
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difficulties are unrelated to reported stress levels (Beckman 
1983; Bradshaw and Lawton 1978, Butler 1978, Black et al 
1 9 8 4 ) .
Seltzer and Krauss (1984) found that the individual's need 
for primary medical services explained 37:8% of the variance 
i p l a c e m e n t  outcome, (again, in—home versus institutional 
pi^c:ement) . By contrast, the presence of a behaviour problem 
accounted for only 2% of the variance. This study has been 
severely criticised by Holburn (1386) for its sample 
selection and data collection procedures.
Beckman (1983) summarised this research by identifying a 
single factor which mediated impact on parents - the care 
giving demands of the family member with learning 
difficulties. This factor includes social responsiveness, 
temperament and behavioural and physical difficulties.
The main difficulty in interpreting this research is the 
selctivity of the measures administered. None of the studies 
cited included familial, social o r service variables. 
However, Seltzer and Krauss succeeded in explaining 77% of 
the variance in terms of individual factors. A second 
difficulty is that both of these studies are concerned with 
referral to a large institution. It is likely that the 
factors involved in this decision differ markedly from those 
involved in referral to community acccmodation (Black et a l , 
1984). Moreover, with the current closure of large 
institutions lor people with -earning difficulties, 
institutionalisation is no longer an option for families.
Black et al (1984) argued that measurement of the probability 
of out of home placement should be expanded beyond the 
personal characteristics of the individual with learning 
difficulties to include stress factors within the family. 
They found that the age of the care giver and the number of 
family stress factors (e.g. health of family members) 
differed significantly between families where the individual 
remained at home and families where he or she was referred 
for community placement. None of the individual factors (IQ, 
age, Adaptive Behaviour, Scale Score, extent of maladaptive 
behaviour) differed as a function of placement outcome.
Marital aissatifaction was identified in the previous section 
as a possible effect of the presence of a family member with 
learning difficulties. However, Friedrich et al (1986) 
identified marital dissatisfaction as the most important 
mediator of the impact of learning cifficulties. Moreover, 
Longo and Bond (1984) suggest that where marital satisfaction 
is imminent, dût-of-home placement is a likely outcome. The 
precise direction of causality between marital 
dissatisfaction and impact of learning difficulties is 
<iiFficult to determine, but the role of marital 
dissatisfaction as a mediator of impact is now widely
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accepted. This is largely due to Gath's (1978) longtitudinal 
study, which found that impact was more closely related to 
marital integration prior to the presence of learning 
difficulties than to any influence of the child.
Blacher and Meyers (1983) reviewed the literature on 
attachment for children with learning difficulties. They 
concluded that attachment formation is often "delayed, 
distorted or even absent". According to Blacher's (1984) 
thesis, cognitive communication, sensory and/or physical 
disabilities mean that a child is less able to elicit the 
behavioural interchanges that characterize interactions 
between mothers and non-handicapped children. Blacher 
suggests that since people referred for out-of-home placement 
have a greater number of these disabilities (?), out-of-home 
placement can be explained in terms of failure to form 
attachment. As evidence for her thesis Blancher cites (a)
Frodi s (1981) findings that the rate of child abuse in
families of peope with learning difficulties is 
disproportionately high and (b) studies of the Ainsworth 
-Wittig procedure with mothers and children with learning 
difficulties. However, while there is evidence that early 
levels of attachment are related to the communicative
competence of the child (Greenberg and Marvin 1979), the
prevailing view is that children with learning difficulties 
proceed through the same stages of attachment as other 
children, but at a lower and more variable pace (Cichetti and 
Senafica, 1986). There are exceptions to this, leading to a 
disproportionately high rate of abuse, but the vast majority 
of families do provide normal attachments, regardless of the 
level and/or nature of the child's disability.
Discussion.
The research discussed this far reflects a simple cause and 
effect relationship between stressors, stress and out-of-home 
placement. This is summarised by the Black et al (1984) 
study, which found that out of home placement could be 
predicted from the number of stress factors facing the 
family. A study by Bradshaw (1980) however, shows that the 
situation is more complex. Bradshaw found that levels of 
stress are not necessarily correlated with the 
characteristics of the individual with learning difficulties, 
but with the subjective experience of those characteristics. 
For example, parental stress scores were significantly 
correlated withparental dissatisfaction with the child’s 
behaviour and the child's progress, but did not correlate 
with objective measures of those variables.
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implication of this definition is that 
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homeostatic.
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1.23 THE HOMEOSTATIC MODEL COPING.
The Hypothesis
Research on how families can best cope with a 
learning difficulties is at an early stage of 
The hypothesis of this body of research is that the extent to 
which families experience stress and inpact is mediated by 
the family's coping effort (See figure 3).
member with 
development.
Individual
demands
Demands of 
^person with" 
learning 
difficulties
Intraf amilial 
demands
I
Stressors
Extraf amilial 
demands
Out-of-home 
"7 placement
Coping -f-First
order
change
Intrafamilial Extrafamilial t
Figure 3 : A homeostatic model of familia
(adapted from McCubbin. and Patterson's 
(1983) ABCX model of familiy adaptation)
According to this model, the family benaves as a homeostatic 
system \ : stress precipitates behaviour by the system to
reduce the impact of demands, thereby, restoring equilibrium 
between I demands and resources/supports. Within this framework 
it is hypothesised that an out-of-home placement decision can 
be predicted from some shortfall in resources, supports or 
coping ^strategies.
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The Evidence
Borrowing heavily from the work of M o o s (1977), Meneghan 
(198 3) has proposed a taxonomy of family coping efforts. 
According to this taxonomy, efforts at stress reduction must 
alter:
1. Family Resources and Supports.
The task here is to (i ) negotiate a positive appraisal 
of the situation, and of the family's capacity to cope; 
(ii) to negotiate a concensus with regard to roles and 
goal expectations and (iii) to increase cohesiveness.
2. Environmental demands and opportunities.
The task here are (i) to obtain support from outside 
agencies and (ii) to negotiate demands with other 
agencies.
With regard to family resources and supports, Friedrich 
(1979) found that the marital relationship (or, more 
accurately, the security a mother felt in the marital 
relationship) to be the best predictor of effective coping, 
with a family member with learning difficulties. However, 
Friedrich s index of coping - Holroyd's (1974) Questionnaire 
on Resources and Stress — is highly loaled on family harmony 
and cohesion. One would therefore expect a high correlation 
with marital satisfaction.
Strom et al (1981) examined the extent to which parents' 
expecations lor their children affected levels of coping 
(assessed by standardised interview). They found that while 
parents were confused about norms for children with similar 
levels of learning difficulties, the extent to which parents 
coped with frustration depended on the degree to which they 
modified normal developmental expectations. Parents of 
children with mild learning difficulties experienced greater 
frustration, presumably because there '«as less pressure on 
these parents to modify their beliefs. Cognitive variables 
were also assessed by Venters (1981), who found that the 
family s ability to make sense of its situation is the best 
predictor of coping. This study, also f:und that "effectively 
sharing the burden of the child's handicap" (Menaghan's 
consensus with regard to roles") also predicted successful 
coping.
As in Friedrich's (1979) study, the problem of overlap 
between internal predictors of coping asd coping outcome has 
not been considered. In Venter's study. the ease with which 
families can make sense of what has happened may be both a 
cause and an effect of coping.
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In a series of studies, Nihara et al (1980, 1981, 1983;
Blacher et al 1987) adopt a unique solution to this problem. 
They defined coping outcome in terms of the child's personal, 
educational and social competence. Using a canonical 
correlation analysis, which relates multiple predictors to 
multiple criteria, they were able to separate the extent to 
which prior child variables explain variance in the family’s 
observed levels of coping from the extent to which coping 
affects the child’s subsequent adjustment. They found that 
"harmony and quality of parenting" is the best predictor of 
personal and social adjustment. The conclusions that can be 
drawn from these findings are limited. "Harmony and quality 
of parenting" could conceivably include all of the coping 
efforts to which Menaghan referred: family roles and values,
family cohesion and flexibility, and interpersonal 
relationships.
External resources and supports can be separated more easily 
from the family’s ability to cope, but the complexity of this 
relationship has emerged only recently. McCubbin’s (1977) 
longitudunal study of families where the father was absent 
for prolonged periods demonstrated the powerful effect that 
social and community support have on family coping. However, 
in families of people with learning difficulties, Friedrich 
(1979) found that social support was not related to coping. 
Kazak and Martin (1984) showed how social networks can be 
sources of both stress as well as support. They found that 
while small, closely knit networks can foster a sense of 
cohesiveness, they also generate stress by providing fewer 
opportunities to access new information.
Formal support packages have repeatedly been shown to reduce 
stress and increase the family’s level of coping over time 
(Ellis et al 1981: Townsend and Flannagan), Factors which
predict a family’s contact with formal support services have 
yet to be identified, although Seltzer and Krauss (1984, 
1986) suggest the family’s contact with primary health 
services as a possible predictor.
Because so few studies have examined the effects of coping on 
placement decision, there is no indication that out-of-home 
placement is more likely in families with a shortfall in 
effective coping. Black et a l ’s (1984) finding that placement 
decision is related to the age and health of care givers 
indicates that an expectation of a future reduction in coping 
may be an important predictor. German and Maisto (1982) found 
that presence of both parents in the home and marital 
satisfaction were the most significant predictors of 
continued in-home placement. They also found that extended 
family support, which assumes some 'pare-taking 
responsibility, is related to an in-home placement decision, 
while perceived support friends and services was clearly 
unrelated.
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The most frequently cited service resource associated with 
continued in-home placement is the family's use of respite 
care (Cole, 1986). Investigators have shown that short term 
out-of-home placement helps families cope with stress and 
crisis. Wickler and Hansa (1980) concluded from interviews 
with parents of adults with learning difficulties that the 
amount of negative marital interactions is reduced when 
parents avail of respite facilities. Cohen (1979) found that 
the increase in positive family interaction after a short 
term of respite care can be maintained for up to six months 
after the adult returns home.
Discussion.
The early indications from this body of research are that a 
number of factors are helpful in reducing the impact of 
learning difficulties. These are (i) a harmonious marital 
relationship, (ii) effective role distribution, (iii) 
positive appraisal by the family of its situation, and (iv) 
contact with services. Of these, the marital relationship, 
positive appraisal, and use of respite care may be predictive 
of continued in-home placement.
But the homeostatic model is not adequate to account for the 
decision process. Family members do not simply employ 
personal coping efforts to problems as they perceive them. 
If the family behaves as an open system, personal coping 
efforts are communicated, and provide a basis for collective 
strategies for coping. Implementation of these strategies may 
lead to second order change, wherein the family system shifts 
into a qualitively different mode of functioning, with the 
aim ©f enhancing the coping capacity of the whole system. 
What is required is a model that accounts for this 
developmental process.
1.2 4 THE MORPHOGENIC MODEL : I Life Span Research 
The Hypothesis
According to Haley (1980), the departure of a young adult 
from his or her family home is a family developmental task as 
well as an individual one. The roles, rules and patterns of 
behaviour of the multiple systems of the family (- marital, 
parental, sibling and extrafamilial) are all affected by the 
transition. It requires second order change (Watzalick,
1978); a shift by the family from one stage of structural 
equilibrium to the next.
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This is morphogenic hypothesis: 
Individual Infamilial
N i  ^
Life cycle 
demands
New resources 
and supports —
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Second order 
change
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decision
/
Infamilial Extrafamilial To promote __
family integrity
Figure 4 : A morphogenic model of family adaption to 
life cycle demands.
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The Evidence.
The literature on families of p 
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Neugarten (1976) proposed that stress occurs because normal 
life events occur "off time", and consequently the normal 
sequence of adaption to life cycle demands is disrupted. That 
is, the delay or lack of life-cycle demands creates stress 
rather than the demands themsleves. Card (1983) gives an 
example of this. Many parents of adults with learning 
difficulties,/according to Card, do net experience adolescent 
rejection in the same way as other parents. This means that 
they do not have the same opportunity to confront the 
possibility of losing their status as parents and care
-  1 4 -
Note that this model includes the process of homeostasis 
described earlier, since morphogenesis assumes periods of 
homeostasis between transitions. This section describes the 
second order concepts hypothesised to define second order 
change, and considers studies which use second order concepts 
to describe families of people with learning difficulties.
The Evidence
Minuchin (1974) defines family structure as the degree of 
organisation present in a system. Within this structure, each 
member occupies a position. This can be thought of as the 
result of the various behavioural, interactive and social 
influences impinging on the idividual over time. Each 
position is evaluated by all members of the system, including 
the occupant, in terms of its status within the structure. A 
set of behaviours is associated with each position, defining 
the role of the person who occupies that position. 
Differences in status define hierarchy in the family 
structure. Family rules specify acceptable and unacceptable 
behaviours which Minuchin calls norms. Each member’s 
behaviour is evaluated by all family members and this
evaluation influences position status and role. Thus,
position, hierarchy, role and norms, are basic aspects of 
family structure.
An aim of structural family therapy is to change family
structure. This requires an assessment of relationships 
within the family in terms of a continuum of organisation 
ranging from chaos to rigidity, and including disengagement, 
flexibility and enmeshment. A further dimension is the
presence of conflict in the family, which can skew family 
structure in a number of ways. For example, a child can 
become involved directly in the conflict between parents 
(triangulation), or the child can become involved in an 
alliance with one parent, which serves to exclude the other 
(stable condition), and results in a split within the family.
Alternatively the Milan school of family therapy (Selvini 
Palazzoli, Boscolo, Cecchin and Prata, 1978) conceptualizes 
the organisation of a family system as a set of collective 
beliefs about the family and about reality. The Milan team 
claims that a family constructs a social reality to explain 
its patterns of behaviour and intrafamilial interaction. This 
construction of reality takes place through communicative 
interaction between family members. Once created, this 
reality becomes the "map" or beliefs which channel family 
members’ actions along redundant patterns. That is, initially 
patterns of behaviour lead to the generation of collective 
beliefs and subsequently these collective beliefs guide 
patterns of behaviour.
-  17 -
Developmental changes within the family mean that the 
family’s patterns of behaviour and interaction need to 
evolve. For a time this produces discrepancies between the 
behaviour and the associated collective beliefs. The family 
attempts to get the behaviour to conform to the old redundant 
pattern, (so that homeostasis is maintained), but eventually 
a new map evolves to explain the behaviour (morphogenesis). 
An aim of Milan school family therapy is to enable the family 
to entertain alternative "realities", so that it can give up 
outmoded maps or collective beliefs.
The beliefs the family has about the relationships between 
family members are of particular importance, since they 
characterise the redundant patterns of organisation in the 
family. Thus, family structure (Minuchin) and collective 
beliefs (Milan school) are concepts used to describe the same 
function. In the Milan school, however, the beliefs the 
family holds about the outside world also serve to organise 
the behaviour of the family members. Thus for example, the 
family’s beliefs about out-of-home placement can act as a map 
which functions to maintain a certain family structure, and 
thus override developmental demands within the family.
A few studies have attempted to describe families of people 
with learning difficulties in terms of second order 
processes. Mink et al (1983, 1984) used a cluster analysis to 
establish a taxonomy of family patterns. Families of children 
with learning difficulties completed the Questionnaire on 
Resources and Stress (Holroyd, 1974), and were rated by 
interviewers on the Family Environment Scale (Moos and Moos,
1979). The latter instrument consists of 10 subscales, which 
describe cohesion in interpersonal relationships, conflict, 
family orientation (e.g achievement oriented) and the 
rigidity of family rules. Mink et al found five distinctive 
types of families : (a) cohesive - harmonious, (b) control
oriented, (c) low disclosure, unharmon i ous (d) child 
oriented, and (e) disadvantaged, lowmorale. Morrison and 
Zetlin (1989) also categorised families into subtypes, this 
time using the Family Adapability and Cohesion Evaluation 
Scales (FACES) (Olsen et al, 1985). This instrument consists 
of 20 five point, Likert scales, which are filled in by each 
family member. Families can then be categorised in terms of 
Minuchin’s (1974) concepts of disengagement and enmeshment. 
Morrison and Zetlin found that more families ofadolescents 
with mild learning difficulties scored in the extreme 
subtypes (disengaged and enmeshed) than did a control sample 
of families. Both studies can be criticised for failing to 
include all family members in their assessments. Mink et al 
relied on one parent as an informant, while Mor'fison and 
Zetlin assessed family structure without obtaining responses 
from the siblings of the person with learning difficulties.
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Collective beliefs in families of young adults with learning 
difficulties have begun to be investigated in relation to 
families’ placement decision. Card (1985) provide qualitative 
evidence trom a series of semi-structcred interviews that 
families explain continued in-home placement in terms of the 
inadequacies of community placements. The main criticism that 
families had of community residences vas low standards of 
supervision. Card observed along with Ferrara (1979) and 
Zetlin et al (1987 ) that many families tended to be 
protective and anti—normalisation, at least where their own 
family member is concerned. In other wcrds, the collective 
belief that the family member’s interests are best served in 
settings which approximate the parentar home, can serve to 
maintain the family member at home. Whether this belief can 
override other factors (impact, coping capacity, 
developmental demands and environmental influences) requires 
empirical investigation. This is the purpose of the present 
study. In addition, the kinds of concepts used by Mink et al 
and Morrison and Zetlin to describe families of people with 
learning difficulties may clarify the second order processes 
at work here.
Discussion
This section has discussed two concepts which are widely used 
in family therapy to describe life-cycle transitions ; family
structure (Minuchin 1974), and collective beliefs about
reality (Selvini Palazzoli et al, 1978 . The present study
assesses both family structure and collective beliefs about
out-of-home placement to see if they account for families’ 
placement decision. Since the examination of second order
concepts in the literature on families of adults with 
learning difficulties is at a very early stage, this is an 
exploratory study.
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1 . 3  SUMMARY AND H Y P O T H E S E S .
The decision- a family makes about the placement of a young adult 
with learning difficulties is usually explained in terms of the
impact of the person on the family, and the ways in which the 
family can cope with the impact. The factors suggested to 
predict placement decision within this framework are presented in 
table one (see table one)
TABLE ONE
FACTORS FOUND BY THE IMPACT AND COPING MODELS TO PREDICT FAMILY
PLACEMENT DECISION.
.BACKGROUND INDIVIDUAL FACTORS 
Age ,
Sex
Indépendance 
IQ range
Sensory Difficulties 
Mobility Difficulties 
Need of Medical Services 
Challenging Behaviour 
Day Activity
.BACKGROUND FAMILY FACTORS
Number of parents at home
Age of parents
Older sibling present
Number of siblings in the family
Health problems in the family
Socoieconomic status
Primary care-giver in employment outside the home
3.COPING AND SOCIAL SUPPORT INDICES 
Martial relationship 
Attac hem e n t r el at ions li i p 
Contact with ser'vices 
satisfaction with services 
Use of respite care 
Satisfaction with social support
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The present study has criticized the impact and coping models,
(.a) because they rely on linear or homeostatic understand!ngs 
of the family’s capacity to cope with learning 
difficulties, and therefore cannot account for the 
family’s growth or morphogensis. 
and (b) because these models do not have the theoretical scope to 
account for interrela.tionships between factors which have 
been found to predict placement decision. The present 
study, is a multivariate exploration of families’placement 
decision. By including all of the variables in table one in the 
analysis, interrelationships between variables can be determined, 
and relative efficacy of the impact and coping hypotheses in 
explaining placement decision can be assessed.
The study has also advocated a morphogenic model for 
understanding families’ placement decision. This means that 
leaving home is a life cycle transition, which requires second 
order, or structural, change in the family. In order to explore 
this model, it is hypothesized that second order concepts (family 
beliefs and family structure) play a role in predicting placement 
decision. In particular, it is hypothesized that
1.Family beliefs about out-of-home placement account for more 
variance in families’placement decision than background 
individual and family characteristics and coping and social 
support indices.
and 2.Differences in placement decision are associated with 
different patterns of family structure.
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METHOD
SUBJECTS
All families of people with learning difficulties between 20 
and 29 years of age in Mid-Surrey District Health Authority 
were identified on the Mid-Surrey Mental Handicap Register. 
The reason for restricting the sample to this age range was 
to cover the developmental period during which young adults 
leave their families in the general population {Mereder and 
Hill, 1983). Given that this is a culturally valued event, 
the normalisation principle dictates that people with 
learning difficulties should leave home at this age. Families 
of adults younger than 20 were not included, as many of these 
are still attending school or college.
Sixty five families qualified by this criterion, and a random 
sample of 40 was selected. Two families were subsequently 
withdrawn from the study on the recommendation of the 
community nursing services. In one of these families, one of 
the parents was undergoing in-patient psychiatric treatment, 
while the other family was known to respond with distress to 
outside intervention. Five families were not contactable by 
telephone and did not respond to a postal invitation to take 
part in the research. A further three families declined to 
take part. This left a sample of 31 families.
The 31 families included in the sample were compared with the 
9 families not included. The groups did not differ 
significantly in terms of the age, IQ range, frequency of 
challenging behaviours or frequency of sensory or physical 
disability, (F=.96,df=29) or in terms of the number and ages 
of caregivers, (F=1.2l, df=29).
The sample included 7 single parent families; average family 
size was 3.3 members. Means and standard deviations for other 
i^^dividual and familial characteristics are presented 
table 2, section 3.
in
PROCEDURE.
Data was collected in three stages :
Information on the background characteristics of 
the person with learning difficulties was collected 
from the Mid Surrey Mental Handicap Register.
standardEach family was visited and given 
interview on (a) the day activity of the person 
^ith learning difficulties (b) the characteristics 
of the family (c) the extent of contact and 
satisfaction with outside agencies and ( (d)
placement decision.
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Families were given two questionnaires for each 
family member. Both forms took between 5 and 10 
minutes to complete. Families were instructed that 
each family member currently living at home, who 
could make sense of the forms, was to fill them in. 
Each family member was asked to ccaplete the forms 
independently and separate envelopes were provided. 
Completed forms were received from all 31 families, 
yielding a total of 156 forms.
MEASURES.
1. Individual characteristics
The Mid Surrey Mental Handicap Register is a 
computerised data set containing core information 
on all people known to have learning difficulties 
in Mid Surrey District Health Authority. The 
information was collected from questionnaires which 
were completed by all families with a member of the 
family’s community mental handicap team. The data 
are currently used for planning and service 
development.
Eight variables were drawn from t 
appendix one). These are (1) age c
(2) sex, (3) level of independen 
(4) IQ range (0-4),. (5) mobility ( 
specialised medical services 
asthma, hypothyroidism, other 
conditions) (scored 0-1), (7) pres
disability (visual or auditory) (G 
of challenging behaviour (self-inj 
behaviour) (scored 0-1). On var 
lower scores indicate greater 
variables 5-8, a score of 0 indie 
of difficulties.
he register (see 
f the individual, 
ce (scored 0-5), 
0-3), (6 ) need of
V e .g . epilepsy, 
chronic medical 
ence of a sensory 
-1), (8) presence
ury or aggressive 
iables 3 and 4, 
dependence; on 
ates the absence
The binary measurement of such c 
as challenging behaviour and sens 
justifiable in the present st 
represents the family’s response 
data-collection procedure, indi 
family percieves a need for servie 
As noted earlier, Bradshaw (1980 j 
the family’s perception of needs i 
of the impact of the individual on 
the objective measurement of those
amplex variables 
cry handicap is 
udy, since it
to the register 
eating that the 
es in that area.
pointed out that 
3 more indicative 
the family than 
di f f iculties.
1
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At interview, families were asked whether the 
family member with learning difficulties had a 
current day activity (scored 0-1). Day activity was 
defined as at least 24 hours activity per week 
outside the parental home (e.g. employment, adult 
training centre, special day care unit). In fact 
the sample divided into two clear groups, one with 
less than 5 hours day activity per week (19% of the 
sample) and the remainder with at least 26 hours 
activity per week.
Family Characteristics.
At interview families were asked about (1) the 
number of parents living at home (2- the average 
age of parents, (3) whether an older sibling was 
living at home (scored 0-1) (4) che number of
siblings at home (5) the presence of serious health 
problems in the family (these included cancer, 
arthritis, epilepsy, depression and acute stress) 
(scored 0-1) and (6) whether the priaary care-taker 
was in employment outside the home (0-1). Families 
were also asked about the occupation of the primary 
breadwinner, and Duncan’s (1961) index of 
socioeconomic status (scored 1-5) was derived from 
this information. For ease of interpretation, this 
index was inverted so that higher scores indicated 
higher SES. These measures are based on Black et 
al’s (1984) study of family factors in placement 
decision.
Coping and Social Support.
Families were asked to make 4 ratings at 
interview (see Appendix one).
(1) Families were asked to rate their level of 
contact with both therapeutic services (e.g 
psychologist, speech therapist, community 
nurse, social worker) and other support 
services (advice about legal, residential, 
financial or transport matters, from social 
services, MENCAP, and other voluntary 
organisations). Contact with services was 
defined as either direct or indirect contact 
with family members other than the person with 
learning difficulties, but pertaining to the 
family member’s learning difficulties. The 
overall level of each family’s contact with 
service's was obtained by averaging the scores 
on each of these 4 point ratings.
-  25 -
i
(2) Families were asked to estimate their 
satisfaction with services on a 5 point likert 
scale, ranging from very disabled to very 
satisfied. Families with no contact with 
services were asked to make a rating on the 
basis of their satisfaction with that absence 
of contact.
(3) Families were asked to estimate how often the 
person with learning difficulties stayed away 
from home (with friends, relatives or in 
short-term residential care) in the previous 
year. Four categories were given ; less than 5 
days, 5 - 1 2  days, 15 - 30 days and more than 
30 days.
(4) Families were asked to rate their satisfaction 
with the support received from (a) friends and 
(b) extended family on two 5 point likert 
scales. The family’s overall level of 
satisfaction with social support was obtained 
by averaging the rating on these two scales.
Measures were also taken of (a) spouses' perception 
of the marital relationship and (b) primary 
care-givers’s perception of his/her relationship 
with the family member with learning difficulties 
(the "attachment relationship"). These measures 
were extracted from the family repetory grids and 
are described below.
Family Beliefs.
As noted earlier (section 1:25), the Milan school 
of family therapy (Selvini-Palazzoli et al, 1978)
has proposed that a family’s, beliefs about reality 
determine the second-order changes and decisions 
which families make. The present study examined 
families’ beliefs about out-of-home placement, 
defined as the family member living away from home. 
The questionnaire consisted of 10 phrases which 
each family member rated on a 1 - 5 scale according 
to how well, in his or her opinion, this applied to 
out-of-home placement.
Test construction. Phase I. Six phrases were 
initially proposed. These were drawn from. Card’s 
(1983) study of interviews with mothers of young 
adults who had learning difficulties and were 
living at home. The six phrases were "satisfying 
for the family", "Worrying for the family", 
"satisfying for the individual", "worrying for the
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individual", "protective of the individual" and 
"financially difficult". Professionals who visit 
families were approached and asked what they 
thought families might believe about out-of-home 
placement. Three other phrases emerged "not 
appropriate for individual", "promotes an ordinary 
life" and "teaches living skills".
Phase II : A questionnaire was devised containing
the 9 phrases which potentially reflected family 
beliefs about out-of-home placement. This 
questionnaire was given to community nurses and 
psychologists (N=1I), who were asked to (a) to rate 
(on a 1-3 scale) how well each phrase represented 
families’ beliefs about out-of-home placement and 
(b) to add any beliefs which were missing from the 
list.
The responses to this questionnaire strongly 
endorsed 8 items : "satisfying for the family"
(average rating = 3.0), "worrying for the family" 
(2.9), "satisfying for the individual" (2.9), 
"worrying for the individual" "protective of the 
individual" (2.8) "promotes an ordinary life" (2.8) 
teaches living skills (2.7) and financially 
difficult (2.3) One item was not endorsed ("not 
appropriate for family member with learning 
difficulties"; average rating 1.1} and was said to 
be unclear and overlapping with other phrases.
Two further phrases were suggested by the 
respondents: "provides a varied social life" and
"meets the individual’s needs".
Test Format : The final set of 10 phrases were
presented to each family member, who was asked to 
dictate how well each phrase applied to out-of-home 
placement, defined on the form as ("family member’s 
name) living away from home. Ratings were from 1 
("definitely does not apply") to 5("definitely 
applies"). In this way, the questionnaire resembled 
a standard-format repetory grid, with one element 
and 10 constructs (see Appendix one).
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Analysis of family beliefs: Fisher et ai (1985) discuss the
relative merits of a variety of approaches to creating data in 
family research which accurately reflects the family as a unit. 
The arithmetic mean of two or more individual scores is widely 
used in current research on families (e.g. McCubbin et al ,1980 ; 
Moos and Moos,1976; Straus and Tallman,1981). However, 
difficulties using measures of central tendency arise when there 
are large differences between individual family members’scores.
In the present study, the use of the mean to reflect the beliefs 
of the family unit was evaluated by computing interrater 
agreement coefficients for each family belief within each 
family. Interrater agreement was defined as the same score plus 
or minus one. In a random distribution, the probability that any 
two scores meet this criterion is .52. The average within-family 
agreement coefficient was 95.4% (range 84-99%). This level of 
within family agreement justified the use of means rather than 
discrepancy or extreme scores to represent the beliefs of the 
family. Thus, the extent to which the family held a belief about 
out-of-home placement was determined by calculating the mean of 
all family members’ ratings of that belief.
5. Family Structure.
Karastergiou-Katsika and Watson’s (1985) repetory grid method for 
assessing family structure was used in the present study. This 
method elicits each family members’s rating of each relationship 
in the family in terms of a standard set of constructs. A 
principal components analysis of the combined grids of individual 
family members then provides a graphical representation of 
diffenrences in relationship-peroeption within the family. The 
method is therefore sensitive to Minuchin’s (1974) concepts of 
family structure; -the way in which each family member’s position 
within the system is organised with respect to the positions of 
Other family members ; the alliances within the family, and the 
family’s overall level of cohesion. The validity of the method 
derives from its correlation (r -.78) with the Family Assessment 
scale (FAS) (Kinston et a l ,1979), a widely used method of 
assessing family interaction, based on ratings of the family by 
independant observers. The repetory grid technique has 
advantages over the FAS, and FACES (Olsen et a l , 1979), referred 
to earlier, in that it presents the family with a task which is 
immediately meaningful; it utilizes the family’s own perceptions 
of its relationships, and provides a wealth of data about the 
family’s structure. However, the technique is mathematically 
complex, and has not been explored since Karastergiou-Katsika and 
Watson’s initial exposition (Watson, personal communication).
Construct Elicitation: Karasttergiou-Katsika and Watson (1982)
reported an experiment in which they elicited constructs that 
are widely used by families to describe relationships between 
family members. They produced a list of 20 constructs most 
frequently applied to relationships by family members. This list 
can be reduced to 10 by removing polar opposites. The 10 
constructs are; loving, distant, happy, b a d , kind, harmonious, 
hostile, caring, abusive and understanding.
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Grid format: The elements of the grid Mere each possible
relationship existing within the family home. Thus for a family 
size of m = 3, the number of elements (e) is 3; for m = 4, e =6, 
and for m = 5 e = 10. Elements were listed in a standardized 
order ( 1.Mother - Father ; 2.Father - Member with learning
diff iculties ; 3.Mother - Oldest sibling; 4.Mather - Next oldest 
sibling, 5. Father - Member with learnng difficulties; 6.Father 
- Oldest sibling; etc.), depending on the number of relationships 
existing withih the family home around the time of the research. 
The elements referred to individuals by the family's name . for 
them (e.g."Mother","John","Mary"). Each family member was given a 
separate grid, and instructed to complete the form independently. 
Each grid was accompanied by a separate erivelope and a set of 
instructions which asked the individual to rate how well each 
construct applied to each relationship, using a 1 to 5 scale (see 
appendix one).
Coping indeces,: (a) Marital relationship. The mean of both,
parents’ ratings of the marital relationship ware used to provide 
an index of the quality of the marital relationship. Ratings for 
negative constructs (e.g. hostile, abusive) were inversed, and 
the means summed. This index was derived in 24 families, since 
the remaining seven were single parent families.
(b) Attachment relationship. The primary care-giver’s ratings of 
his or her relationship with the family member with _ learning 
difficulties were used to derive an index of the quality of the 
current attachment relationship. Again, ratings for negative 
constructs were inversed, and then summed.
Combined grids : Single parent families were excluded from
combined grid analysis, since for six of the seven single parent 
families, family size was 2 (e = 1). In crder to combine the
individual grids into a single meaningful grid, it was first 
necessary to evaluate the extent to which family members used the 
constructs to mean the same thing. A principal component 
analysis of each individual grid was obtained from Slater’s 
(1972) INGRID computer program. Following Karastergiou-Katsika 
and. Watson (1985), the loadings of each construct on the first 
componènt, in each individual grid, were ranked. Kendall’s W was 
then used to estimate the agreement.between family members on the 
loadings-'for each construct. Kendall’s W was significant (p<.05) 
for all 24 families (mean =.726; chi square = 30.25 to 66.36), 
indicating consistency in construct use within, the families. Thus 
the grids of individual family members coulc be combined, into a 
single family grid, (i.e. 10 constructs by esn elements, where e 
is the number of relationships and m is the number of .raters in 
the family).
The combined grids were also analysed by Slater’s(1972) INGRID 
computer program. The first component accounted for an average 
of 52.4% of the variance (S.D. = 13.7), while, the first and
second components together accounted for between 56% and 94% of 
the variance (mean = 80.0%; S.D. = 11.27). This is higher than
the levels thought by Karastergiou-Katsika and Watson to be 
sufficient for accurate representation of the grid data.
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Graphical representation ; The dispersion of elements (each
member's perception of each relationship in the family) in 
component space appears on the computer printout from INGRID as a 
graph, with the first two components representing the horizontal 
and vertical axes. Following Karastergiou-Katskia and Watson, 
attention was confined to the first two components, and the 
relatively little variation (20% in the present study) 
attributated to subsidiary components was ignored. The first two 
components frequently appeared to represent che dimensions of 
cohesiveness (harmonious, distant, understancing) and affection 
(loving, caring, kind). However, details of constructs
contributions to components are not relevart to the technique,
the purpose of which is to examine the pattern of organisation 
of elements in component space.
For each combined grid, elements representing different ratings 
of the same relationship were joined with a line. In this way, 
the position occupied by different relationships in the family’s 
conceptual space were amenable to visual inspection.
Family patterns: Karastergiou—Katskia and Watson do not provide
the criteria they used to categorize the graphical 
représenta tions into dif f e m e  t family patterns. In the present 
study, the graphs were visually inspected, and categorized with 
reference to Minuchin’s (1974) concepts of family structure 
discussed earlier. These provide the following criteria for 
category membership: (i) cohession, (ii) parental alliance, (iii) 
family splits or alliances between parents and other family 
members, (iv) disengagement. Figure six is a schematic 
representation of the categorization process (see figure six - 
overleaf):
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1step 1
Step 2
Do all relationships share 
the same componeht space?
No
Do all relationships partly 
share the same component space'
ye<
ye;
Pattern A 
cohesion’
Pattern B 
"semi 
cohesion"
Step 3
Step 4
No
i l
Does the marital relationship 
occupy a different part of 
component space to the other 
relationship?
No
Do one or more relationships 
between parents and other 
members occupy a different part 
of component space to the other 
relationships?
No
ye;
ye;
parental 
alliance"
\ Pattern D 
/ "family 
split"
Step 5
Do all relationships occupy 
different' parts of component 
space?
yes \  Pattern E 
^  disengag­
ement "
Figure Six: Schematic représentation of the process of
categorizing combined grid outputs into family 
structures.
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mOn analysis, it was found that only four patterns emerged: 
Pattern A was found in 3 families; 'the family members’ 
représentations of each relationship occupied the same 
component space (for an example, see appendix 2(a)). Pattern B 
a semi-cohesive structure, was found in 9 families. Here, 
relationships did not occupy the same space, but also did not 
show clear separation (see appendix 2(b);. Pattern C, the 
separate construction by family members of the marital 
relationship, was not found. Pattern D, the separation of 
parent-family member relationships from other relationships, or 
the split of the family into two or more parts, was found in 8 
families. Most commonly, the primary caregiver’s relationship 
with the family member with learning difficulties was separate 
from the remainder of relationships (see appendix 2(c)). Pattern 
E was found in 4 families. Here, all relationship occupied 
different locations in component space (see appendix 2(d)).
In summary, of the combined grids from 24 fanlies in which both 
parents were present, four patterns of family structure emerged 
(corresponding to four concepts which Minuchin (1974) used to 
describe families). These were cohesion (N = 3 ) ; semi-cohesion 
(N=9); family split (N=8) and disengagement (N = 4) . The single 
parent families in the sample were combined to provide a final 
group (N=7).
Analysis of family structure: Karastergiou-Katsika and Watson
assume that family structure represents a single dimension 
(cohesiveness or structural organization),witn cohesive ("clear 
structure")families at one end of the continuum, and disengaged 
("chaotic") families at the other. Family split is conceptualized 
as one aspect of this dimension. Karastergiou-Katsika and Watson 
then rank families according to the dimension, thus assuming an 
ordinal level of measurement. But Minuchin’s (1974) theory, from 
which the concept of family structure is derived, states that 
structural organisation and family division or conflict are
distinct dimensions in the assessment of families. Thus
Karastergiou-Katsika and Watson make the error of assuming an
ordinal level of measurement when a nominal level exists. In the 
present study, family structure is treated as five separate 
categories.
6. PLACEMENT DECISION
At interview, families were asked if they nad decided that the 
family; member with learning difficulties woula remain at home for 
the next five years or would move away from home within the next 
five years. If the family had no definate plans, they were asked 
for their' current preference. It was found that only two 
families showed disagreement between family nembers with regard 
to placement preference, and in both families there was a 
consensus that the situation was unlikely to change within the 
next five years, that is that the family member would remain 
within the parental home.
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DATA ANALYSIS
One use of discriminant function analysis is as an exploratory 
tool for deciding which variables in a data set are important for 
group discrimination and which are extraneous. The desired 
end-product is a model which contains the "best" prediotor 
variables. Two main forms of discriminant function analysis are 
available: direct entry and stepwise entry. The difference
between the two methods is that stepwise entry selects the best 
predictor of group membership, and then controls for the extent 
to which that variable covaries with the remaining independent 
variables. The next best predictor variable is then selected 
from the adjusted independant variables. Direct entry, however, 
does not control for covariance between predictor variables. 
Since the present study involves an attempt to determine the 
relative efficacy of potential predictor variables, the presecnce 
of overlap in the variance explained by cifferent predictor 
variables would bias the results. In other words, if variables 
are correlated, it is not possible to assess the relative 
importance of individual variables. Thus, the present study 
required a stepwise entry method. The dependant or grouping 
variable is families’ placement decision ("in home" and "out of 
home") and the analysis included 32 independant or predictor 
variables.
To test the hypothesis that family beliefs about out-of-home 
placement are better predictors of placement decision than other 
sets of variables, the total variance attributable to family 
beliefs was compared with the variance aitribu table to the 
remaining variables. However, the order in which a variable is 
entered into the analysis has an effect on the relative 
contribution of that variable to the explained variance in the 
dependent variable (Cohen and Cohen, 1975). Variables which are 
entered at the end have less residual variance to account for 
than those entered at the beginning of the analysis (Kerlinger 
and Pedhazur, 1973). Therefore, a second set of analyses were 
performed to estimate the unique variance atiributable to family 
beliefs, once background individual and familv factors and coping 
and social support indices are controlled. Tnis type of analysis 
is called hierarchical block entry, since variable sets are 
entered into the analysis in a predetermined order.
A variety of analysis were used in separate siepwise discriminant 
function analyses; the minimization of the overall Wilks’ Lambda 
(the ratio of the sum of within group variance to the total 
variance); the maximization of the smallest F ratio between 
groups, and the sum of unexplained variance in the dependant
variable. Since the same models were produced by each selection
criterion, only the results of the analysis using the latter 
criterion are presented.
To test the hypothesis that differences in placement decision are 
associated with differences in family structure, a chi square 
analysis was preformed. In addition, tne role of family
structure was examined by comparing the predictors of placement
decision for each category of family structura.
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I3 . RE SULTS
1 . PREDICTORS OF PLACEMENT D EC IS IO N .
Of the 31 families in the present study, 19 families had 
decided that the family member with learning 
difficulties would remain at home for at least the next 
five years while 12 families had decided on 
out-of-home-placement. The means and standard deviations 
of each variable for each of the two groups of families 
are presented in table two. A one way analysis of 
variance was performed for each variable between the two 
groups of families. Univariate F ratios for each 
variable and significant differences between the two 
groups are also presented in table two.
Table Two
Means, Standard Deviations and One Way Analysis of 
Variance of Each Variable Between the Two Groups of
Families.
VARIABLE
INDIVIDUAL CHARACTERISTICS
IN-HOME PLACEMENT 
DECISION 
(N =19)
MEAN STANDARD 
DEVIATION
OUT-OF
MEAN
-HOME PLACEMENT 
DECISION 
(N = 12)
STANDARD
DEVIATION
F RATIO 
(df = 29) SIGNIFICANCE
1. Age 23.68 2 . 9 4 2 3 . 0 8 3-50 .26 N.S.
2 . Sex .47 .51 .42 .51 .09 N.S.
3. Independence 2,05 1 .4 3 2.58 .90 1.31 N.S.
4. IQ range 2 .31 1.20 2 . 1 7 1.02 .12 N.S.
5. Sensory Disability .15 . 3 7 .08 -29 .34 N.S.
6. Mobility .63 1.11 . 3 3 .89 .61 N.S.
7. Presented challenging behaviour .42 .50 . 3 3 .49 .22 N.S.
8. Need of medical services .36 .4 9 .00 .00 6 .54 .016*
9. Day activity .73 .4 5 .91 -29 1.50 N.S.
FAMILY CHARACTERISTICS
10. Number of parents 1.68 .4 7 1.92 .29 2.29 N.S.
11. Average age of parents 5 3 .9 4 6 . 4 5 52.83 4.52 .27 N.S.
12. Presence of older sibling .15 .37 .08 -29 .34 N.S.
13. No: of siblings at home .73 .65 .50 .79 .81 N.S.
14. Health problem in family .42 .50 .25 -45 .91 N.S.
15. Socioeconomic status 3 .7 3 1 .15 3.08 1.00 2.63 N.S.
16. Primary care giver in 
outside employment
.36 .60 .83 .39 5.70 .023"
COPING AND SUPPORT
17. Contact with services 1 .47 .61 2.17 1.03 5.56 .025"
18. Satisfaction with services 3 .0 0 1.05 2.92 1.08 .04 N.S.
19. Use of respite care 2.16 1.34 2 . 3 3 1-72 .10 N.S.
20. Satisfaction with social 
support
4 . 7 4 2.16 5.08 2.27 .18 N.S.
21. Marital relationship 15.16 3 .0 7 14.66 2.20 .20
22. Attachmentr relationship
FAMILY BELIEF THAT OUT-OF-HOME 
PLACEMENT IS;
17 .57 1 .92 14.83 2-20 13.37 .0010"""
2 3. Satisfactory for the family 2 . 4 7 1 .35 4.25 .75 17.26 .0003"""
24. Worrying for the family 3 .4 7 1 .4 7 3.16 .33 .41 N.S.
25. Meets the needs of the 
individual
2 .4 7 1 .1 7 4.08 1.T6 13,94 ■ .0008"**
2 6. Promotes an ordinary life 2.10 .99 5.00 .00 100150 .0000***
2 7. Satisfying for the individual 2.95 .9 3 4.17 -53 9.16 N.S.
28. Worrying for the individual 3.63 1.24 3 . 5 0 1.24 .0 N.S.
2 9. Protective of the individual 2.84 1.28 3 . 0 0 1-T.2 .13 N.S.
3 0. Financially difficult 3 . 5 7 .41 3 . 3 3 .28 .33 N.S
3 1. Teaches living skills 3 .31 1.24 4 . 3 3 .49 6 .39
3 2. Provides a varied social life 3 . 9 5 .62
Notes: • p<.05 ; **p<.01 ; •••p< .0001
(1) Percentage of marks in each group
(2) The primary care-giver was the mother in all
4.75
families.
.45 14.94
(3)
(4)
N = 13 
N = 11
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Table two shows that ten variables differ significantly 
across the two groups. Six of these are family beliefs 
about out-of-home placement ("promotes an ordinary
life”, "Ts satisfactory for the family", "provides a 
varied social life", "meets the needs of the 
individual", "teaches living skills”). The remaining 
four are the mother's perception of the relationship 
between her and the family member with learning
difficulties, the individual's need for specialised
medical attention, whether the primary caretaker (the 
mother, in all cases) is in employment outside the home, 
and the extent of thé family’s contact with services.
The Pearson product-moment correlations among the 
independent variable are shown in table three.
(Table three - see overleaf)
Table three shows a number of significant correlations 
between independent variables.
(i) Positive correlations between the presence of 
severity of different disabilities of the 
individual (level of independence, IQ range, 
mobility, presence of a sensory disability and 
the need of specialised medical services).
(ii) A positive correlation between the sex of the
individual (male) and the extent of the family’s 
contact with services in the last year.
(iii) A correlation between the number of parents in 
the home and the socioeconomic status of the 
family.
(iv) A positive correlation between the family's
satisfaction with services and the family’s 
satisfaction with social support.
(v) A positive correlation between the individual's
level of independence and the extent to which the 
family believed that out of home placement would 
provide a varied social life.
(vi) Negative correlations between the individuals need 
for specialised medical services and the extent to 
which the family believed that out of home place­
ment would be satisfying for the individual or 
provide a varied social life.
(vii) A negative correlation between the extent of the
family's contact with services and the extent to
which the family believed that out of home place­
ment would be "worrying for, the individual".
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(viii) A positive correlation between the extent of the
family's contact with services and the4 extent to 
which the family believed that out of home place­
ment would promnote an ordinary life.
(ix) Intercorrelations between six of the family
beliefs about out of home placement. For example, 
"promotes an ordinary life" correlates with 
"satisfying for the family", "meets the needs of 
the individual", "satisfying for the individual" 
and "provides a varied social life". "Satisfying 
for the family" correlates with "meets with the 
needs of the individual", "satisfying for the 
individual" and "teaches living skills".
(X ) A negative correlation between "provides a
varied social life" and "worrying for the family".
To test the hypothesis that family beliefs about out of 
home placement are better predictors of out of home 
placement than individual or family characteristics or 
social support indices, a discriminant function analysis 
was performed across the two groups of families. In 
order to control for intercorrelations between 
variables, a stepwise selection method was chosen. The 
criterion for selection was the minimication of the sum 
of unexplained variance. A canonical correlation (which 
indicates the strength of the association between the 
independent varaibles and placement decision) of 
r = .981 was found. This means that the independent
variables explained 96.21 of the variation in placement 
decision.
The model after 11 steps accounted for 93.2% of the 
variance and is presented in Table four.
(table four - overleaf)
-  37 -
-TBr
TABLE FOUR.
DISCRIMINANT FUNCTION ANALYSIS OF IN 
VERSUS OUT-OF-HOME PLACEMENT DECISION
-HOME
(N=31)
STEP VARIABLE ENTERED WILKS’ UNEXPLAINED =
LAMBDA VARIANCE CHANGE
1. FB: Promotes an ordinary .224 .226 .774
2 . Mother employed outside 
home . 190 .192 .034
3 . FB : Teaches liv ing  
s k ills . 146 . 147 .045
4. Satisfaction with 
services . 127 . 129 .018
1 5. FB : Worrying for family .119 . 121 .008
6 . FB : Satisfying for 
family .114 .115 .005
7 . FB : Satisfying for 
individual . 103 .105 .010 j
8 . Presence of challenging 
behaviour .093 .095
1
.010 1
9 . Number of parents . 086 .086 .009 1
10. FB : Protective of the 
individual .077 .07 7
■ !
.009 j
11 . Level of independence .068 .068 .009 j
Notes : FB = Family b e lie f about out of home placement;
Wilks’ Lambda = ra tio  of the within groups sum of 
squares to the to ta l sum of squares.
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Table four shows that the extent of the family's belief 
that out-of-home placement promotes an ordinary life 
accounts for 77.4% of the variance, while the mother in 
employment outside the home accounted for a further 
3.4% of the variance. Six variables in this model are 
family beliefs, and together, these account for 86.6% of 
the variance. Thus, the hypothesis that family beliefs 
are stronger predictors of out—of—home placement than 
individual and family characteristics or coping and 
social support indices is accepted. Steps 12-24 involved 
the removal of the family belief that out-of-home 
placement teaches living skills, and the family’s 
satisfaction with services; and the inclusion of the 
family belief that out of home placement provides a 
varied social life, IQ range, day activity, attachment 
relationship and presence of an older sibling, but only 
an additional 3% of the variance was accounted for with 
Hosesteps.
As noted earlier, the order in which each variable is 
entered into a discriminant function analysis has an 
effect on the relative contribution of that variable to 
the explained variance in the dependent variable. By 
entering family beliefs last, their unique variance can 
be estimated once background individual and family 
characteristics and coping and social support indices 
are controlled. The results of this hierarctical 
discriminant function analysis are presented in table 
five. Twenty two variables were included in the 
analysis, and these variables accounted for 94.8% of the 
variance (canonical correlation = .974}
(Table five - overleaf)
The model presented in table five shows that after 
individual and family characteristics, and coping and 
social support indices are controlled, family beliefs 
about out-of-home placement account for 28.5% of the 
variance in families’ placement decision. The individual 
variable which accounted for the most variance in this 
model was family belief that out-cf-home placement 
promotes an ordinary life (21.2% of the variance), 
followed by the presence of health problems In the 
family (14.9%), the medical needs of the individual 
(9.5%) and the family’s contact with services in the 
last year (9.4%).
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TABLE FIVE
HIERARCHICAL DISCRIMINANT FUNCTION ANALYSIS OF IN-HOME 
VERSUS OUT-OF-HOME PLACEMENT DECISION.
VARIABLE UNEXPLAINED R=CHANGE FOR R=CHANGE FOR
VARIANCE EACH VARIABLE SET
: VARIABLE
INDIVIDUAL
CHARACTERISTICS
Age .991 .009
Sex .988 .003
Independence .945 .043
I IQ range .906 . 039
1 Sensory disability .874 .032
1 Mobility .848 .026
I Medical needs .753 .095
j Challenging behaviour .753 .000
1 Day activity .717 .036 .283
! FAMILY
1 CHARACTERISTICS
1 Health problems . 568 .149
1 Mother employed .517 .051
Number of sublings .474 . 043 . 243
SOCIAL SUPPORT
Contact with services . 380 . 094
Satisfaction with
services . 346 .034
Respite care use . 342 .004
Satisfaction with social
support .337 .005 . 137
BELIEFS ABOUT OUT-OF­
HOME PLACEMENT
Promotes an ordinary i
life . 125 .212 1
Teaches living skills . 103 .022 1
Satisfying for the
family .095 .008 j1
Satisfying for the !
individual .073 . 022
Provides varied social 1
life .067 . 006 1
Worrying for the family . 052 .015 . 285, 1
Note: Criterion for variable selection was the minimication
of the sum of unexplained variance.
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The number of families with each tvpe of family structure is 
presented in table six. (see table six)
TABLE SIX
Type of Family Structure by Placement Decision (N=31)
single
parent disengaged
semi­
split cohesive cohesive TOTAL
I n— 
Home
6 2 5 3 3 19
Out-
of-
Home
1 2 3 6 0 12
7 4 8 9 3 31
To test the hypothesis that placement decision is associated 
with different types of family structure, a 2x5 (placement 
decision by family structure) chi square was performed. 
No association between placement decision and family structure 
was found (chi square = 6.83, df = 4, p =.144). This hypothesis 
was therefore rejected.
Finally, the predictors of placement decision for each family 
structure were compared. For single parent families, the best 
predictor of out—of—home placement was the mother’s ratings of 
the quality of the attachement relationship (r=-.88). For 
disengaged families, the best predictor was the mother in 
outside employment (r=1.0) and the family's contact with 
services (r=.90), while for split and semi-cohesive families 
Out-of-home placement was best predicted by the family's belief 
that it waould (a) promote an ordinary life ir=.90 and .94), and 
(b) meet the needs of the individual (r =.92 and .83). Since 
none of the three families with a "cphesive" structure chose out 
of home placement, it was not possible to identify the 
predictors of placement decision for these families.
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4. DISCUSSION
The hypothesis that family beliefs about out c~ home placement 
are better predictors of placement decision than individual and 
intrafamilial characteristics or indices of coping and social 
support was accepted. Given the position of the Milan school 
(Selvini-Palazzoli et al, 1978);- that a families' collective 
beliefs about reality serve to organise sectnd order process 
(e.g. life cycle changes); - the results indicate that the study 
of families in life cycle transitions needs to be expanded beyond 
the linear and homeostatic models of impact and coping.
The variable which best discriminated between differnent 
placement decisions was the families' belief that out of home 
placement would provide an ordinary life for the family member 
with learning difficulties. There was some overlap between this 
variable and the other collective beliefs such as "satisfying for 
the family" and "meets the needs of the individual", but 
"promotes an ordinary life" also accounted for a substantial 
proportion of the variance on its own. This fincing corroberates 
those of Ferrara (1974) and Card (1985); - that a family which
does not accept an ordinary life philosophy for the family member 
with learning difficulties is more likely to keep the member at 
home.
One interpretation of this finding hinges on the correlation 
between the belief that out—of—home placement promotes an
ordinary life, and the extent of the family's contact with 
services. The concept of services as advocates of normanlization 
is widely accepted. This interpretation is reinforced by the 
finding, that of all the individual background characteristics 
assessed, only "need of medical services" accounted for a large 
proportion of the variance in placement decision. This was also 
the finding of Seltzer and Krauss (1984). Seltzer and Krauss 
suggest that out of home placement may be due to
families concerns that they do not have the resources to provide 
for medical services. However, the medical problems encountered 
in the present study (chiefly epilepsy and asthma) do not require 
in-patient treatment resources. A1ternatively, it may be that 
"need of medical services" produces contact with services, the 
incidential effect of which is contact with aliernative beliefs 
about care.'
Another interpretation of the results hinges on the correlation 
between the family belief that out of home placement "promotes an 
ordinary life" and the primary care giver's ratings of how close, 
harmonious, loving etc. her relationship with :he family member 
with learning difficulties is. This suggests that family 
structural factors (e.g. the care—g iver’s proteitiveness towards 
the person with learning dif f icul ties., or ihe care-giver’s 
readiness to give-up the parental role) might re important in 
enabling the family to reject or accept ar* ordinary life 
philosophy.
However, the hypothesis that placement decisic~ is associated 
with different types of family structure was not supported by the 
present findings. One reason for this may be the low number of 
families for each type of family structure. Another reason might 
be the fact that Karastergiou—Katsika and Watson's method for
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assessing family structure has not been fu lly  validated. 
Karastergiou-Katsika and Watson’ s (1985) study assessed just 20 
fam ilies, who were attending a psychiatric ot patients c lin ic . 
The procedure used in the present study to categorise families 
has not been previously attempted, and i t  therefore also requires 
validation. However, the method did appear to have considerable 
v a lid ity  on a c lin ica l, le v e l. That is , families who did not 
appear to communicate with each other on important issues at the 
interviews, or where the primary care-giver complained of being 
unsupported in caring for the family member with learning 
d if f ic u lt ie s , tended to return grids which produced a 
disengaged" pattern, while families who appeared at interview to 
function as a cohesive unit tended to return more "cohesive" 
grids. Of course, these observations require empirical support. 
But the absence of a relationship between family structure and 
placement decision does not necessarily bring the repetory grid  
method for assessing family structure into question. I t  may be 
that the graphical representations can be categorised according 
to an a lternative  c r ite r ia , such as the degree to which the 
family is protective towrads the individual, or the readiness of 
the family to accept trans ition . This would explore further the 
link between placement decision and second order process.
The single parent families in the present study appeared to 
represent a homogenous group. Six out of seven single parent 
families had decided that the family member with learning 
d iff ic u lt ie s  would remain at home. Attachement relationship  
scores were highest in these fam ilies, suggesting that the 
continued presence of the person with learning d if f ic u lt ie s  in 
the home is particu la rly  important to the single parent. Only 
one single parent family had decided on an out cf home placement 
and this was the only single parent in employment outside the 
home. A ll of the "cohesive" families had also decided on in-home 
placement, but due to the small number of families involved, no
firm concusion cap be drawn.
A number of other findings are worthy of note. The parents’ 
perception that the individual presents with challenging 
behaviour was not found to predict placement decision. This 
appears to contradict the results of Eyman et a l (1972). However, 
the absence of a finding in the present study may indicate the 
differences in fam ilies over the l i f e  cycle. Eyman found the the 
presence of challenging behaviour predicts out-cf-home placement 
of children (mean age 8) with learning d if f ic u lt ie s . However, 
families of adults with challenging behaviours have more 
experience of problem behaviour than families of younger 
children, and have been able to develop the ir own ways of coping
with i t ,  since out-of-home placements ‘ for children are
increasingly hard to find . The fam ily ’ s use of respite care 
fa c il i t ie s  also did not contribute to the variance in placement 
decision, a finding which contradicts the conclusions of Wickler 
and Hansa (1980) and Cohen (1979). But the use of respite care
is a complex variable when related to placement decision, since
for some fam ilies, respite care may provide the support required
to maintain the individual at home, while for ether fam ilies i t
may serve as a means by which the family can gradually adapt to 
the person liv in g  away from home.
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In the course of interviewing the fam ilies, i t  was clear that 
future placement was a major issue. Families who had decided on 
in-home placement frequently reported worrying about what would 
happen a fte r the parents had died. Some families had contingency 
plans (e.g. "his brother w ill take care of him”), but these were 
often loosely constructed. Others, had thought very deeply about 
future placement, but had made no definate plans. Turnbull et al 
(1984) has commented on this absence of definate planning for the 
future. I t  is more worrying in the present study where, though 
the average age of parents was Just 53, some parents were in 
th e ir s ixties and s t i l l  did not know where their son or daughter 
would go. There is a clear role for services here in fa c ilita t in g  
families* search for alternatives and preparing them for a time 
when they w ill no longer be able to look a fter the family member, 
and w ill have to le t  go.
In summary, the morphogenic model of fam ilies, which takes
account of second order process in families has been supported by
the results of the present study, as a way of explaining
differences in fam ilies ’ placement decision. The present study 
has id en tified  one set of second order processes which predict 
placement decision, namely collective belie fs , and in p articu lar, 
the b e lie f that out-of-home placement promotes an ordinary l i f e .  
Two possible in terpretations have been proposed, one which
stresses the role of services in promoting an ordinary l i f e  
philosophy and the other which hypothesizes that structural 
family factors can increase the likelihood that an ordinary l i f e  
philosophy w ill be accepted.
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5 .  IM P L IC A T IO N S
IApart from its theoretical implications, the study has three main 
sets of implications for the running of services:
1 .INTERVENTION: The finding that family beliefs are the best
predictors of placement decision suggests a range of possible 
interventions with fam ilies of people with learning d if f ic u lt ie s  
which take co llective  beliefs as th e ir  primary focus. The Milan 
school of family therapy, fo r example suggest a variety of 
techniques for helping families to outgrow beliefs which are no 
longer benefical to them, and to consider alternatives. Positive 
connotation is one of these techniques, which can be used to 
recognize the positive aspects of the fam ily’ s current b e lie fs , 
while suggesting alternatives which are consistent with basic 
family values.
2 .SERVICE DEVELOPMENT: But before any such intervention can take 
place, i t  is necessary to ensure that fam ilies can be satis fied  
with the a lternatives. In the present study, fam ilies ’ 
satisfaction with the services they received was quite, low. Many 
fam ilies complained of not having enough information, and not 
knowing how to get in contact with the appropriate agencies. 
This finding may be a feature of services which are at an early  
stage of development, where resources or resource allocation  
procedures are not yet adequate to meet consumer demands. Indeed 
there was no obvious pattern to the ways in which the services 
made contact with the fam ilies, apart from the finding that 
fam ilies of males had more contact with services in the las t year 
than fam ilies of females. Given that residentia l services are at 
a sim ilar stage ' of developemnt, i t  would be a disservice to 
attempt to persuade families that out-of-home placement is  a 
desirable a lternative  to continued in-home care.
The f i r s t  step is  to establish what individuals and fam ilies want 
from residentia l services. There were indications from the 
fam ilies in the present sample that the levels cf supervision in 
community residentia l placements and the physical appearance of 
the buildings and of its  residents were particu larly  salient fo r  
fam ilies. The issue of what fam ilies see as important in the 
services they receive needs to be addressed in further research. 
The next step is  to plan for services which can meet these 
needs.
3 .PLANNING FOR OUT-OF-HOME PLACEMENTS: The present study also has 
implications for the planning of residentia l services. The 
questionaire on family beliefs was found to be a potent 
predictor, accounting for 84% of the variation in placement 
decision. Using the discriminant scores, i t  is possible to weight 
each item, so that the questionaire can be used as a screening 
device for predicting how many people w ill  require res identia l 
placement in the future. A project which evaluates the efficacy  
of the questionaire for predicting placement decision in fam ilies  
at d iffe ren t l i f e  cycle stages is currently in preparation,
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6 .  CONCLUSION
i
The present study has found that family beliefs about out-of-home 
placement are better predictors of families' placement decision 
than (a) mediators of the impact of a person with learning 
difficulties on the family and (b) indices of the families' 
coping and social support. A relationship between family 
structure and placement decision was not established. The results 
were interpreted in terms of the role of services in promoting 
the philosophy that out of home placement promotes an ordinary 
life for adults with learning difficulties. The results 
indicate :
(a) that a model which takes account of second order family 
processes is necessary to understand families in life-cycle 
transition.
(b) that intervention in families who are in the process of 
planning for out-of-home placement can benefit from focusing 
on family beliefs.
Finally, the potency of the family beliefs questionaire in 
predicting placement decision suggests that it can be used as a 
screening device in planning for residential services.
A P P E N D IX  1 :  MEASURES USED
Jv?r
i
S é r i a i  N u m b e t : -  
MID-SURREY MENTAL HANDICAP REGISTER
(SELECTED ITEMS)
T h i s  f o r m s h o u l d  be u s e d  f o r  m e n t a l l y  h a n d i c a p p e d  p e o p l e  l i v i n g
In t h e  c o m m u n i t y  o r  In h o s p i t a l .
The m e n t a l l y  h a n d i c a p p e d  p e r s o n  a n d / o r  p a r e n t s / c a r e - g l v e r s  s h o u l d  be 
i n v o l v e d  i n  t h e  c o m p l e t i o n  o f  t h i s  f o r m w h e r e  p o s s i b l e  and g i v e  t h e i r  
c o n s e n t  t o  i n c l u s i o n  on t h e  r e g i s t e r  ( c o m p u t e r i s e d  r e c o r d ) .
ASSESSMENT
P l e a s e  t i c k  t h e  a p p r o p r i a t e  b o x e s  and u s e  b l o c k  c a p i t a l s  f o r  w r i t t e n
a n s w e r s .  I f  you  ar e  n o t  a b l e  t o  f i n d  o u t  t h e  i n f o r m a t i o n  t i c k  t h e  “Not  
Known b o x .
Thank y o u  f o r  yo ur  h e l p  i n  f i l l i n g  i n  t h i s  form 
P l e a s e  p u t  y o u r  n a m e : -
p l a c e  o f  w o r k : -
t e l e p h o n e  n o .  
d a t e  comp l e t e d
P l e a s e  r e t u r n  f or m t o  R e g i s t e r  O r g a n i s e r s
C / 0  Dr E y r e
The Manor  H o s p i t a l
DEGREE OF HANDICAP serial number: -
From r e c o r d s  a v a i l a b l e  p l e a s e  i n d i c a t e  t h e  r a n g e  o f  IQ.
Above  7 0 , b u t  i— i 5 0 - 7 0
u s i n g  m e n t a l  h a n d i c a p  —^' 
s e r v i c e s .
3 5 - 4 9  
l e s s  t h a n  2 0
D a t e  T e s t e d : -
□
□
2 0 - 3 4
I n f o r m a t i o n  NOT 
a v a l  l a b  l e
□
□
□
Day Mont h Year
VISION
I s  t h e  p e r s o n  R e g i s t e r e d  b l i n d  
or  p a r t i a l l y  s i g h t e d ?
° l 3
I s  t h e  p e r s o n  n o t  R e g i s t e r e d  
b u t  w e a r s  s p e c t a c l e s ? ° [ 3
I s  v i s i o n  t h o u g h t  t o  be normal  
and s p e c t a c l e s  n o t  wo r n?
O f
Has e y e s i g h t  b e e n  t e s t e d  i n  t h e  
l a s t  two y e a r s ?
O f
^  ES n  Q  0
2  0
Known
HEARING
Is  t h e  p e r s o n  d e a f  w i t h  s p e e c h ?  i— i i— i
liJ
I s  t h e  p e r s o n  d e a f  w i t h o u t  s p e e c h ?  i— i i— j
i - j  y
□  0
Is  t h e  p e r s o n  h a r d  o f  h e a r i n g ?  
Has t h e  p e r s o n  n o r m a l  h e a r i n g ?
Has t h e  p e r s o n  b e e n  s u p p l i e d  w i t h  
a h e a r i n g  a i d ?
Has h e a r i n g  b e e n  t e s t e d  i n  t h e  
l a s t  two y e a r s ?
D 0
P  [ y ] ES 
□  0 E S □ □
Not
Known
0
àDo e s  t h e  p e r s o n  h a v e  a p h y s i c a l  
o r  s e n s o r y  h a n d i c a p  t h a t  me ans  
t h e y  n e e d  a s s i s t a n c e  t o  be  m o b i l e  
o u t  o f  d o o r s ?  ( I f  m o b i l e  w i t h  a i d s  
p u t  N o . )
□ 0 E S □ 0°
D o e s  t h e  p e r s o n  h a v e  a p h y s i c a l  i—i 
o r  s e n s o r y  h a n d i c a p  t h a t  me a n s  '— 1 
t h e y  n e e d  a s s i s t a n c e  t o  be m o b i l e  
i n d o o r s ?  ( i f  m o b i l e  w i t h  a i d s  p u t  n o ) .
g ES n 0»
I s  t h e  p e r s o n  a b l e  t o  u s e  s t a i r s  
by t h e m s e l v e s ?
□ 0“ □ 0 0
D o e s  t h e  p e r s o n  h a v e  b e h a v i o u r a l  
d i f f i c u l t i e s  t h a t  mean s u p e r v i s i o n  
o r  a s s i s t a n c e  h a s  t o  be  a v a i l a b l e ?
□ 0“ □ 00
i s  t h e  p e r s o n  a b l e  t o  c o m m u n i c a t e  
t h e i r  b a s i c  n e e d s  t o  p e o p l e  
who know t hem w e l l ?
□ 0“ o 00
I s  t h e  p e r s o n  a b l e  t o  c o mmu n i c a t e  
t h e i r  b a s i c  n e e d s  t o  p e o p l e  
who do n o t  know them w e l l ?
D 0ES o 00
M i g h t  t h e  p e r s o n  b e n e f i t  
f rom f u r t h e r  t r a i n i n g  In 
c o m m u n i c a t i o n  s k i l l s ?
□ 0“ o 00
Le v e  I o f  s u p p o r t  c u r r e n t l y  p r o v i d e d
F u l l  t i m e  s u p e r v i s i o n  
s e c u r e  u n i t
F u l l  t i m e  S u p e r v i s i o n  
d a y  and n i g h t
Som e s u p e r v i s i o n  d a y  and n i g h t  
( I n c l u d i n g  r e s i d e n t i a l  s l e e p i n g  
In s t a f f )
Som e s u p e r v i s i o n  In d a y  o n l y
Som e s u p e r v i s i o n  a t  n i g h t  o n l y  
( I n c l u d i n g  r e s i d e n t i a l  s l e e p i n g  
In s t a f f )
I n d e p e n d e n t  w i t h  minimum s u p p o r t  
I n d e p e n d e n t
□
O
□
□
□
□
□
0
0
0
0
0
0
0
STANDARD INTERVIEW.
NAME OF FAMILY: NAME OF INDIVIDUAL: John
BACKGROUND INFORMATION.
1. FAMILY MEMBERS
Please indicate the number of people living at home 
and fill in the following details:
1 . 
2 .
3 .
4 .
5 .
6 . 
7 .
Relationship to
Name of John (Father, Age Occupation Health
Person sister etc)
DECISION ON PLACEMENT.
Please tick (a) (b) or (c) below
Has the family decided that John will live
(a) at home for the next 5 years
(b) away from home within 5 years
(c) no definite decision made as vet
OUTSIDE AGENCIES
Please indicate how often the following agencies have 
involved with or because of Brian, in the last year by 
placing a tick in the appropriates spaces below.
Brief or Frequent or 
involved Routine Special
Involvement Involvement
Ongoing
Involvement
THERAPEUTIC
SERVICES.
e .g psychological, 
behavioural, 
speech, occupa­
tional , 
physiotherapy
SUPPORT
SERVICES
e.g social work, 
legal, financial, 
transportation
4. SHORT TERM RESIDENTIAL CARE
Please indicate how often Brian has availed of short term 
residential care (e.g local authority hostel or house, family 
placement, the Manor, during the last year by ticking the 
appropriate box below.
Less than 5 days
Between 5 - 1 5  days
Between 15 - 30 days
More than ''3 0 days.
DAY ACTIVITY
Please write John's activities during the week, and give the 
number of days John attends each activity (for part days 
round up to the nearest half day).
DAY ACTIVITY NUMBER OF DAYS PER WEEK
1 . 
2 .
3 .
6 . SOCIAL SUPPORT
Please indicate how satisfied you are with the support you 
receive from the following sources by placing a tick in the 
space provided below.
VERY DIS­
SATISFIED
DIS­
SATISFIED
SUPPORT IS 
ADEQUATE
SATISFIED VERY SAT­
ISFIED
1 . Friends
2. Relatives 
not living 
at home
3. Professional 
Services for 
people with 
learning 
dif f iculties
FAMILY BELIEFS QUESTIONAIRE.
PL EASE IND IC ATE  H O W  WELL Y O U  BE LIEVE EACH P H R A S E  APPLIES TO 
“ I N - H O M E ” AND TO “O U T - O F - H O K E ” ,
USIN G THE 1-5 RAT I NBC:
S at i s fy i ng Wo r r y i n g Meets P r o m o  tes
for for J o h n 's O r d i n a r y
F am 1 1 y F a m 1 1 y needs Life
S atisfying
for
John
O U T - O F - H O M E  
(John Livin g 
Away Fr om 
Home)
W o r r y i ng Protect i ve F inano iaiiy Te aches Provides
for of Difficult L i v i n g Var i ed
John John S h i l l s Social Life
O U T - O F - H O M E  
(John Livin g 
Away From 
Home)
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The following are examples of the four 
types of family structure which emerge; 
from Karastergiou-Katsika and Watson s 
repetor\ grid techniques.
appendix  2 ( a )
"COHESIVE" FAMILY STRUCTURE.
—o
KEY:
Mother -Father o-------
MoL he r -Adult with learning difficulties ♦ ------ -
Mother -Oldest sibling
^ -----------
Fether -Adult with learning difficulties D ...............
Father -Oldest sibling +
Adu 11. -Olaest Sibling
APPENDIX 2(b)
"SEMI-COHESIVE" FAMILI STRUCTURE
jf
KEY:
Mother -hether
Mother -Adult with learning difficultie
Mother -Oldest sibling
Father -Adult with learning difficulties
Father -Oldest sibling
Adult -Oldest sibliri'
I appendix  2 (c )
"SPLIT" FAMILY STRUCTURE
7J-
KEY:
Mother -Father
Mother -Adult ‘with learning difficultie
Mother -Oldest sibling
Father -Adult with learning difficulties
Father -Oldest sibling
Adult -Oldest siblin
i APPENDIX 2(d)
"DISENGAGED" FAMILI STRUCTURE
'iV:
Î
O
KEY
Mother -t-a ther
Mother -Adult with learning difficultie
Mother -Oldest sibling
Father -Adult with learning difficulties
Father -Oldest sibling
Adult. -Oldest sibl i n
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